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It is now generally conceded that de- 
'pendable and easily available laboratory 
service is necessary to the efficient practice 
of clinical or curative medicine. In the 
same way, dependable and easily available 
laboratory service is necessary to the 
efficient practice of preventive medicine 
which is the function of the county health 
department. 

It is also generally conceded that there 
“should not be and need not be any conflict 
between these two types of practice. Both 
are working for the health and happiness 
of our people. Actually, however, it is not 
always easy to understand exactly where 
the dividing line should be placed. By 
many it is considered that public health 
practice only has to do with communicable 
diseases. If all would agree upon this in- 
terpretation, it would be easier to adjust 
‘differences that arise. 
In order to determine the functions of a 
' county public health department laboratory, 
‘it is rather necessary to know just what 
wthe activities of a county public health 
department should embrace. That the 

estion might be considered in the light 
Of the opinions of those presumably best 
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qualified to judge, advice was sought from 
all of the health departments of the various 
states and possessions of the United States. 
In addition, from the same source was 
sought advice on some of the procedures 
usually carried out in laboratories of such 
departments. Acknowledgement is grate- 
fully made for a large number of thoughtful 
replies, helpful suggestions and literature. 
Some, because of lack of experience with 
county health department laboratories, ex- 
pressed no opinion. A few did not reply 
at all. 

From a general study of the replies and 
literature received, I am first proud to say 
that, in the progress of public health, 
Mississippi is a leader. It is striking that 
in some states there is little or no differen- 
tiation of public health and charity. It has 
been said in Mississippi that a public 
health organization cannot make distinc- 
tions between non-indigent and indigent 
citizens. This is probably the correct atti- 
tude provided public health limits itself to 


the prevention of communicable diseases. 


Some states have found it necessary to 
make rules to prevent physicians from 
charging patients for laboratory examina- 
tions made free by the state. It is hardly 
conceivable that such a ruling should ever 
be necessary against a physician of 

Mississippi. 

IN WHAT ACTIVITIES SHOULD A COUNTY PUBLIC 
HEALTH DEPARTMENT LABORATORY ENGAGE? 
This question brought many interesting 

replies and mostly in accord that the 

laboratory activities should include all ex- 
aminations for the diagnosis and control 
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of all communicable diseases, including the 
carrier state, and the examination of public 
milk and water supplies; in other words, to 
problems affecting the general public as 
opposed to purely individual illness. 

A few would do in addition urinalyses 
and blood counts for the indigent and make 
examinations for public institutions such 
as charity hospitals and sanitariums— 
again the mixing of public health and 
charity. One thinks the county health de- 
partment laboratory should examine blood, 
sputum, urine, and feces for practicing 
physicians gratis or for a nominal charge; 
one that if the service is to be comprehen- 
sive, autogenous vaccines, tissues and re- 
search should be included. Such work 
would entail an expense that most of our 
county health departments could not af- 
ford. Such suggestions are in the minority. 

A county health department laboratory 
would not go very far wrong if it limited 
its activities to the recommendations of 
the executive officer of our own State 
Board of Health, as follows: 

“It is recommended that a_ public 
health department laboratory do: bacte- 
riological water analyses; both chemical 
and bacteriological sewage analyses; bac- 
teriological milk examinations; butter fat 
determinations; examinations of nose and 
throat specimens for diphtheria bacillus; 
feces: examinations for intestinal parasites; 
bacteriological examinations of feces for 
pathogenic microorganisms; examinations 
of specimens taken from the urethral- 
vaginal tract for the purpose of discovering 
the gonococcus; examination of blood 
smears for malarial parasite.” 

I would add to this list nose and throat 
specimens for Vincent’s angina, sputum 
for the tubercle bacillus, and nasopharyn- 
geal specimens for meningococcus carriers. 
I shall discuss the Wassermann and similar 
tests later. If these tests are public health 
measures, they should be added to the list 
if the laboratory is properly equipped to 
perform them. Other public health exam- 
inations as for undulant fever, rabies, and 
tularemia, are probably best referred to a 





central state laboratory for the reason that 
any one county would ordinarily have few 
calls for such examinations. 

Finally, in practice, the number and 
variety of such examinations enumerated 
above would have to depend upon the funds 
available for the laboratory and its equip- 
ment. None of the work should be done 
unless it can be done accurately by properly 
trained and experienced technicians and no 
diagnoses should be made except by a 
physician. 

THE ACTIVITIES SUCH A LABORATORY SHOULD 


AVOID IN ORDER NOT TO CONFLICT WITH THE 
PRIVATE PRACTICE OF MEDICINE 


The answers to this question are in part 
covered by the answers to the previous 
question. A few statements are represen- 
tative: 

“The laboratory should not accept any 
work which does not pertain directly to the 
detection and control of communicable dis- 
eases.” —Georgia. 

“Physicians should not use the public 
health laboratory except in cases having a 
distinct public health significance and in 
cases that cannot be handled at private 
laboratories.”—Indiana. 

“The activities which a state public 
health laboratory should avoid are activi- 
ties which are not helpful in the control 
of communicable diseases. . . .””"—Virginia. 

“The laboratory should not do blood 
chemistry, or similar tests; tissue work, 
white and red and differential blood counts. 
Possibly the laboratory should not do urin- 
alyses except in the case of expectant 
mothers where such analyses could not be 
had otherwise; also, except for physicians 
from areas where there are no private 
laboratories.” —Mississippi. 

This last statement—‘“also, except for 
physicians from areas where there are no 
private laboratories,” does not seem quite 
consistent with the idea of public health in 
Mississippi, that public health is for all 
alike. The ordinary urinalysis is not made 
to obtain information in regard to the 
diagnosis and control of communicable 
diseases. It is made to obtain information 
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in regard to an individual illness. Any 
physician, whether he is in an area where 
there are no private laboratories or not, 
should be able to make an ordinary 
urinalysis. If he cannot, it is hardly the 
function of the county to make up for his 
deficiencies. Is he more entitled to free 
service on private patients than the doctor 
in a city where there may be several pri- 
vate laboratories? 


One reply received contained the follow- 
ing: “We have found it necessary, as a 
matter of policy, as well as protecting the 
health of the citizens, to occasionally make 
examinations that are quite foreign to 
ordinary public health work * * *.”— 
Arizona. May it not be this “matter of 
policy” that causes most of the friction 
between public health and private practice? 


A few abstracts from the reports of 
county health departments as published in 
the last biennial report of the Mississippi 
State Board of Health are pertinent. One 
county made 4,809 urinalyses. With the 
exception of blood for malaria, this was 
the greatest single item on the list of 
activities of the laboratory. One county 
includes, “diagnostic. examinations are 
also made when requested by the physi- 
cians of the county.” Another county 
states, “Although the clinical value of a 
laboratory, from the standpoint of public 
health is its place in making diagnoses of 
communicable disease, it has been a great 
aid to the physicians of the county in their 
treatment of other diseases.” Another, 
“The laboratory has rendered very val- 
uable service to the people of the county 
in assisting in early diagnosis of conta- 
gious diseases, in making examinations of 
milk and in doing a great part of the 
bacteriology work of the physicians of the 
county. The physicians are certainly ap- 
vreciative of the service rendered and the 
work done by the laboratory is showing a 
gradual increase. Another, “Some of the 
activities” include 2,460 urinalyses, the 
largest single item listed and nearly three 
times as great as the next largest item, 
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feces for parasites, 877. It is hardly to be 
believed that a county health department 
should be maintained chiefly for the pur- 
pose of making urinalyses for physicians. 
Still another, “Most of the laboratory work 
is sent to the State Laboratory. However, 
the hookworm, urinalysis, and some mala- 
ria examinations are done in the local 
laboratory.” 


So far as I know, no county health de- 
partment ever has sufficient funds to carry 
out the strictly public health work it would 
like to do. Laboratory examinations cost 
money—public money. Would it not be 
more to the point to expend the cost of 
urinalyses and such examinations having 
to do with clinical medicine on extending 
strictly public health work? Some of the 
money and time of laboratory workers 
could well be used in discovering the source 
of infection and in preventing further 
spread of bacillary dysentery. In 1929, 
11,711 cases were reported ; in 1930, 12,219. 
If there really are that many cases in 
Mississippi each year, something should be 
done to try to check it. For the biennial 
period of 1929-1930, the state hygienic 
laboratory made a total of 1,478 feces and 
urine cultures for Bacillus typhosus and 
Bacillus dysenteriae together, of which only 
52 were positive The report does not say 
how many showed dysentery bacilli. In 
spite of its reported prevalence, efforts at 
laboratory control are rarely or never 
mentioned in the county health department 
reports. 

OF WHAT SHOULD THE LABORATORY EXAMINATION 
OF FOOD HANDLERS, INCLUDING MILK 
HANDLERS, CONSIST? 

Most state public health men agree that 
examinations of food handlers should in- 
clude examinations of feces and urine for 
the typhoid-paratyphoid-dysentery group. 
Some would include examinations of secre- 
tions from the nose and throat, especially 
for diphtheria and streptococci, and the 
Wassermann test for syphilis. Most would 
add other examinations as indicated by 
the history and physical examination, as 
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sputum for tubercle bacilli and specimens 
for gonococci. Maryland would examine 
dairy employees for undulant fever and has 
found a considerable incidence. 


Single specimens are not enough for the 
determination of the intestinal infections 
and it is often difficult to secure satisfac- 
tory co-operation. Also examinations of 
food handlers, especially as regards the 
venereal diseases and nose and throat in- 
fections, are only of real value when con- 
ducted frequently. A person found free of 
such diseases today may not be so next 
week. 

From Wisconsin—“The examination of 
food handlers should consist in my opinion 
of history and physical examination, bac- 
teriological examination of stools and urine 
for typhoid, paratyphoid and dysentery, 
microscopic examination for intestinal 
parasites, nose and throat cultures for 
diphtheria carriers.” 

From Michigan—“The laboratory exam- 
ination of food handlers should be limited 
to dealing with tubercular and intestinal 
infections. The venereal disease problem 
has been over-rated.” 

THE FREQUENCY OF MILK EXAMINATIONS FOR 

FAIR GRADING 

The grading of milk supplies serves both 
the public and the dairyman, and both are 
entitled to fair treatment at the hands of 
the laboratory. Examinations should be 
made by skilled and accurate workers. 
Mistakes may be a menace to the public or 
do injustice to the producer. 

There is some difference of opinion as 
to the frequency of laboratory examinations 
of milk. Some think that once a month is 
fair if more frequent examinations are 
made when a supply is found to be decidedly 
low grade. Others think milk should be 
examined at least twice a month with 
additional examinations when indicated by 
the findings. North Dakota suggests that 
retail milk should be examined every week 
and a grading made once a month, feeling 
that “the greater the frequency of the col- 
lection and examination of the samples, the 


better is the check that is maintained on the 
quality of the milk supply.” Michigan re- 
plied, “At least twice a month for fair 
grading. Four samples a month from a 
source are none too many.” The District 
of Columbia suggests twice weekly. 

The standard milk ordinance of the 
United States Public Health Service re- 
quires not less than four samples of each 
dairyman’s product during each grading 
period of three months. If these ex- 
aminations are spread out at approximate 
intervals of three weeks and further 
examinations are made when the dairy 
inspection or laboratory findings indicate, 
a safe supervision will probably result. 
THE FREQUENCY OF EXAMINATIONS FOR DETERMIN- 

ING THE CONDITION OF WATER SUPPLIES AND 

STANDARDS ACCEPTED AS SAFE 

The necessary frequency of examinations 
of water supplies to guarantee public 
safety will vary with the source of the 
supply. 

Arizona — “Municipal water samples 
should be examined daily, when possible, 
and at least three to five times a week 
when contamination is suspected. Rural 
school and quasi-public supplies should be 
examined monthly, or as frequently as 
local conditions will permit.” 

North Carolina—“Municipal water sup- 
plies should have a bacterial analysis once 
each day. Semi-public supplies should be 
examined at least. once each month.” 

Wisconsin—“If the water supply is fil- 
tered and chlorinated it is important to 
examine this water hourly or daily, if 
possible. If it is a deep artesian well 
water supply, less frequent examinations 
are necessary.” 

Mississippi—“This depends almost en- 
tirely on the type of water supply in 
question and the plant personnel involved. 
In deep well supplies apparently properly 
protected, it is my opinion that the sam- 
ples should be examined every two to four 
weeks, depending on local conditions and 
the result of physical surveys such as our 
engineers make; except at times of great 
climatological variations such as_ the 
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drought of 1930 and 1931, flood or over- 
flow, or earthquake, etc. At such times 
many underground changes can and do 
take place which may make the supply 
unsafe. Such changes are often unseen 
and unknown, but if any danger has de- 
veloped it will show up in the bacterio- 
logical examination. (Greenville, Missis- 
sippi, supply this year is a good example 
of such a case.) Under such conditions 
more frequent examnations should be made. 

“In surface supplies where some form of 
water purification process is in use, frequent 
daily checks on all parts of the purification 
process should be made. These, in turn, 
should be reinforced by daily bacteriological 
examinations.” 

Most authorities agree with Georgia, 
that “laboratory examinations of water 
supplies should be supplemented by frequent 
visits to the various sources to appraise 
findings as to physical condition, equip- 
ment and class of operating personnel,” 
and with the statement from Minnesota 
that “it is a dangerous practice to examine 
samples that have been collected by persons 
not qualified to obtain information on the 
location, construction, and operation of 
water supplies, which information * * * is 
necessary in correctly interpreting labora- 
tory results.’”” 

The United States Treasury Department 
has furnished standards for safe drinking 
water for interstate carriers which are 
generally accepted. The average bacterial 
count shall not exceed 100 per c.c.; and 
B. coli shall not be confirmed in more than 
10 per cent of all portions of 10 c.c. each of 
all samples examined at any one time, not 
less than five 10 c.c. portions of each sam- 
ple to be examined. 

THE FREQUENCY OF EXAMINATIONS FOR DETER- 
MINING THE CONDITION OF PUBLIC SWIMMING 
POOLS AND STANDARDS ACCEPTED AS SAFE 
It is my impression that we in Missis- 

sippi have not given as much attention to 

the quality of the water of our swimming 
pools as has been done in most other states. 

Many people apparently have the idea that 
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because there is wet water it is perfectly - 
fine for swimming. 

Within two years a banker took a trip 
down the river and at an inviting spot, 
decided to swim. He was enjoying himself 
when he noticed floating paper and discov- 
ered it was from the sewer above. Because 
the water was flowing and he was out of 
sight of the city, he thought he was safe. I 
once attended a bathing beauty contest held 
at a cow pool that collected its water from 
the surrounding farm land. It was muddy 
and dirty but it was wet and a pool. Fortu- 
nately as with most such contests, there 
was little real swimming. Fortunately, too, 
for those who did go in the water, there 
was no typhoid fever on that particular 
farm. 

The examination of swimming pool 
water should be made ‘“weekly,”—Ken- 
tucky; “one each day,”—North Carolina; 
“daily,”—Oklahoma; “once a week,”—Dis- 
trict of Columbia; “weekly, perhaps more 
often when carrying peak loads,”—Penn- 
sylvania; “twice a week, three samples each 
time, near inlet, center, near outlet,”— 
Canal Zone; “urge daily analyses,’”’—Illi- 
nois; “at least once a week,”—Louisiana. 

Most states insist on proper chlorina- 
tion and standards the same as for drink- 
ing water. Most people have learned to be 
particular in regard to drinking water. 
We should make our people realize that it 
is impossible to swim without getting 
water in the mouth and nose, which amounts 
to drinking the water. 

From Mississippi—proper purification 
processes should be provided and frequent 
daily residual chlorine tests made to main- 
tain about 0.5 p.p.m. residual. This should 
be reinforced by daily bacteriological exam- 
inations Standards the same as for drink- 
ing water” 

ARE THE WASSERMANN AND SIMILAR TESTS PUBLIC 
HEALTH MEASURES? 

Wassermann and similar tests are so 
generally made at public expense by public 
health laboratories that I was surprised to 
see some of the opinions expressed by health 
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officers and others in answer to this ques- 
tion. True many of them stated without 
question that they consider these tests pub- 
lic health measures, but 


“The Wassermann and similar tests are 
public health measures in the case of food 
handlers, indigents, and public charges.” 
—Arizona. 


“Not all Wassermann tests are public 
health measures.”—Indiana. 


“The hygienic laboratories run all Was- 
sermanns for the indigent cases of the state 
as a matter of aid to the physician and to 
the indigent patient. I personally have 
doubted the advisability of running routine 
Wassermans on food handlers except when 
needed to clear up a diagnosis.”—Arkansas. 


“Questionable; should be limited to indi- 
gent cases.”—Oklahoma. 


“This department makes Wassermann 
and similar tests when requested although 
we do not look upon it as a general pub- 
lic health measure.”—Louisiana. 


“The serum diagnosis of syphilis is cer- 
tainly a public health diagnostic aid. There 
is, however, some queston in my mind as to 
the number of repeats on a patient under 
treatment that a laboratory should do.”— 
Michigan. 


“While community protection does not, 
perhaps, often enter into requests for Was- 
sermann and similar tests, these do with 
sufficient frequency assume the status of 
public health measures in that they tend to 
establish the diagnosis of a transmissable 
condition which at times requires the atten- 
tion of the health officer for the protection 
of others.”—Pennsylvania. 


I think we can probably agree that sy- 
philis is a communicable disease and as 
such is a public health problem. I think 
we can also probably agree that the per- 
forming of Wassermann tests for physi- 
cians as a part of all routine examinations 
of patients in private practice at least cause 
an expenditure of public funds which could 
well be used for work of more general value 
to the public. 
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CONCLUSIONS 
The activities of a County Public Health 
Department laboratory should include all 
examinations for the diagnosis and control 
of communicable disease. 


Such a laboratory should avoid activities 
that have to do with the diagnosis and treat- 
ment of purely individual illnesses. The 
ordinary chemical and microscopical urinal- 
ysis, except possibly for expectant mothers, 
does not have to do with public health and 
should not be made at public expense. 


There is always a definite need for funds 
over and above the amounts available for 
public health work. Money appropriated 
for public health work should not be ex- 
pended for aid in individual, non-communi- 
cable diseases. 

The laboratory examinations of food 
handlers should routinely include examina- 
tions of feces and urine for typhoid and 
paratyphoid, feces for dysentery, nose and 
throat specimens, and such other specimens 
as would confirm a suspicion of other com- 
municable disease. 

Milk examinations should be made four 
times in each grading period of three 
months, and more frequently when dairy 
inspections or laboratory findings show a 
low grade. 

Surface water supplies should be exam- 
ined daily and more frequently when con- 
tamination is found or suspected. 

Deep well water supplies should be exam- 
ined about every two weeks, depending upon 
conditions found by the sanitary engineer. 

The standards of the United States Treas- 
ury Department for drinking water for in- 
terstate carriers are safe to follow. 

Swimming pool water should be exam- 
ined as frequently as surface drinking wa- 
ter supplies and the same standards should 
be applied. 

The Wassermann and similar tests can be 
considered as having to do with a commun- 
icable disease and as such have a place in 
the activities of a county public health lab- 
oratory. While the routine Wassermann 
test as a part of the physical examination 
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in private practice is desirable, there is 
some doubt as to the advisability and desir- 
ability of a public health department as- 
suming the expense for the individual. 


Finally, there should be no grounds for 
contention between public health and pri- 
vate practice. In a great profession, har- 
mony and co-operation are only a question 
of fair play and the golden rule. 
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DISCUSSION 
Dr. E. F. Howard (Vicksburg): Since we have 
so few county laboratories in Mississippi, the 
State Board laboratory in Jackson may be con- 
sidered in the light of a county laboratory insofar 
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as it functions for those counties that do not 
maintain them, or have the work of their own 
laboratories supplemented in Jackson. Therefore, 
a discussion of this subject may be said, in a 
measure, to include all work of this sort done 
in the State. 

1 agree with the doctor fully in his statement 
that if the laboratories follow the recommenda- 
tions of Dr. Underwood they will not go far 
wrong, and it is essential that they should if we 
accept the dictum of Dr. Kemmerer that “what- 
ever service the laboratory renders to one citizen 
of the state it is under obligation to render to 
any other individual. who requests it, regardless 
of his ability to pay for the service.’’ This ruling, 
with which I think most of us agree, makes it 
vitally necessary that public health activities be 
limited strictly to public health affairs. 

The first problem of all public health work is 
to get the money to finance it. No one who has 
followed the advance of this work in Mississippi 
in the past twenty years will fail to admit that it 
could always have used, to great advantage, more 
money than it had at its disposal. As with church 
and charity organizations, there is always more 
work to be done than available funds will permit; 
and since there is, and always will be, such a 
shortage the laboratory should limit its activities 
to its legitimate work for which it would then 
have at its disposal facilities that it would other- 
wise squander on work outside its proper sphere. 

The reports of our various county departments 
are not always explicit as to the character and 
amount of laboratory work done, but one gathers 
from them three items that apparently fall under 
this head. 

There is more than a suspicion excited that the 
majority of county establishments serve as diag- 
nostic laboratories for the physicians of their 
respective communities. This is all wrong. There 
is no possible defense for such a course, unless 
the information requested bears solely on the 
control of communicable disease. 

The Board’s last report shows more than 44,000 
urinalyses done in the state and county labora- 
tories in the past two years. Except in the case 
of pregnant women, by no stretch of the imagi- 
nation can urinalysis be classed as public health 
work, so in this item alone we are spending many 
state and county dollars in a way that we can 
not well defend. 

The Jackson laboratory and the laboratories in 
Bolivar and Lauderdale report a total of 120,000 
Klines and Wassermanns. Such examinations 
are not often made in early synhilis, and tertiary 
syphilis is rarely a communicable disease. Trans- 
missible, yes, but comparatively few of the exam- 
inations are made in the interest of children as 
yet unborn, and fewer still of those not yet be- 
gotten. 
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It is impossible to estimate the cost of these 
items, for the work of the state laboratory is too 
vast for details to be calculated accurately and 
the county departments, with one exception— 
Warren—are modestly silent as to the cost of 
anything, but the thought will not down that if 
these items alone were curtailed within their 
proper limits a material amount of time and 
money would be diverted into proper channe's to 
the great benefit of legitimate public health work. 

Dr. E. T. White (Greenville): I appreciated 
Dr. Lippincott’s paper very much, and as I have 
not been in the public health work I am surprised 
to hear some of the reports that he states, espe- 
cially in regard to the public health laboratories 
doing so many urinalyses and Wassermanns for 
routine examinations rather than for the detection 
of communicable diseases. I know some doctors 
who send Wassermann tests to the State Board 
Laboratory on all of their patients. This takes 
up lots of time and is an expense to the state that 
could be used in other work on detection and con- 
trolling the spread of communicable diseases. 

I would like to emphasize what Dr. Lippincott 
said about the examination of feces on food han- 
d'ers, and especially for amoeba. There is to be 
a paper tomorrow on the increase in amoebic 
dysentery in Mississippi in the past ten years. We 
are seeing much more amoebic dysentery now 
than we saw ten years ago. If the public health 
laboratories could have more of these examina- 
tions the control of the spread of amoebic dysen- 
tery may be helped. 

Again I want to thank Dr. Lippincott for the 
things he has brought out in his paper, and if it 
will help to get the public health laboratories to 
doing the type of work that he specifies and not 
so many routine laboratory tests, I am sure there 
will be a big improvement in the control of com- 
municable diseases. 

Dr. H. C. Ricks (Jackson): I am interested in 
the statement made by some that these Wasser- 
mann examinations of the blood are not always 
in the interest of public health. That is true. 
They may not be. 

I was also interested to note that some men 
doubt the value of blood Wassermanns in con- 
nection with the examination of food handlers. 
Personally, I doubt very seriously the public 
health value of making a blood Wassermann on 
food handlers if that is the only reason for mak- 
ing a blood Wassermann. As far as the general 
public is concerned, so long as the food handler 
limits his or her activities to handling food, there 
is no danger. It may be that tertiary syphilis is 
not communicable. I do not believe we have any 
one who is able to tell us just when syphilis 
reaches the stage that it is not communicable 
under certain conditions. Therefore, I say this, 
that the public health laboratory should do the 














Wassermann test on the request of any physician 


who makes the request. I think that any exami- 
nation should be made by the public health lab- 
oratory or any other laboratory for that matter at 
the request of a physician only. A layman knows 
nothing about a laboratory report, and as a direc- 
tor of laboratories, I have had people come to me 
with a pocket full of reports from private lab- 
oratories that they have paid $5.00 for. They 
want you to take a blood specimen and make an 
examination, and then turn the report over to 
them. If your report is negative, they declare 
the one that was positive is wrong and your re- 
port is correct and if your report is positive, they 
they declare the other one is correct if it is nega- 
tive because they all want a negative report. I 
do not think that any examination should be made 
except on the request of the county health officer 
or a practicing physician. I do not think that the 
private laboratories in Mississippi have anything 
to fear from Dr. Kemmerer. I think that Dr. 
Kemmerer is interested in promoting laboratory 
work. He would like to see these urinalyses done 
by local physicians or private practitioners. Un- 
fortunately, to my certain knowledge, many men 
have brought specimens of urine to Dr. Kem- 
merer for examinations, and they say to him, “If 
you don’t do it, it won’t be done. I don’t have 
time to do it, and this patient is not able to pay 
for it; therefore, if it is not done by you, it won’t 
be done.” I know from my own experience that 
the public health laboratory is a great asset to 
the private laboratory. Some men who are oper- 
ating private laboratories say that by promoting 
laboratory work by the State Board of Health, 
they are promoting their work because the people 
will use private laboratories to check results. 

Dr. W. S. Leathers (Nashville): I was very 
much pleased with Dr. Lippincotts’ paper. It 
seemed to me that he covered the subject with 
a remarkable degree of care, and the purpose in 
presenting a paper of this kind was that we might 
get a fair idea of the problem. There is no dis- 
position on your part, as far as I can see, other 
than to present facts that were obtainable. Now, 
I do not care to enter into any discussion except 
to say that I believe that there is no reason why 
a public health laboratory should do urinalyses. 
It seems to me that isn’t fundamentally their 
province. Of course we had this thing in our 
state, and it was put to the vote of the doctors in 
different parts of the state—it was immaterial 
so far as the state health department was con- 
cerned—and these doctors threw the responsibil- 
ity on us; they said they wanted it. Now it seems 


to me that the laboratory could very well be pro- 
tected against this by the men in the profession. 
If you people think it is wrong then why don’t 
you take the position as a profession that these 
laboratories should not do this work? 


If you 
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do that as a profession the laboratories won’t 
do it. It is in your hands, and, therefore, it 
seems to me that there should not be any par- 
ticular criticism so far as the laboratory is con- 
cerned. 

I was rather interested in the remark that 
Dr. Ricks made concerning the doctor who brought 
these specimens of urine to the laboratory. It 
seems to me that if a doctor frankly admits he 
can not do a urinalysis—that he must have help 
—he has got his hands out, saying “I must have 
help.” Of course fundamentally he has no right 
to make that statement to a laboratory, because 
he should know how to make an urinalysis, and it 
is a thing that seems to me that does not admit 
of certain tests. These urinalyses should be made 
by a physician, so I do not think that there is any 
row between the public health department and 
the doctor in regard to the urinalyses, because the 
public health people are perfectly willing to have 
the modern profession assume the responsibility 
as I understand it. Of course I am not speaking 
officially for the state health department, but I 
do know, and I am speaking from my own view- 
point. Now in regard to the Wassermann I do 
not know, this is a pretty serious question, and 
if we say it is a communicable disease. Now per- 
sonally, I believe that as far as possible we ought 
to encourage people to take specimens to the 
private laboratory. As a profession, if you have 
a patient who pays for the examination of a speci- 
men, and you have a laboratory nearby you ought 
to educate your patient to take those specimens 
to the private laboratory, so that the public 
health laboratory can do work that is more im- 
portant. That is about the way I see it, based 
on this presentment. I think Dr. Howard’s state- 
ment was fair except on the point that I cannot 
very well agree on the question of differentiating 
between what part of syphilis is communicable 
and what part isn’t. 

Dr. N. C. Womack, Jackson: I want to apolo- 
gize to Dr. Lippincott for not staying through 
his paper, and I want to come to the rescue of 
my friend, Dr. Kemmerer. We use Dr. Kem- 
merer’s laboratory as much as any other doctor 
in this section. There is so much work of an 
investigative and scientific nature that the aver- 
age laboratory may not do on account of time 
and expense, which the state laboratory, through 
its director, will do. There are many laboratory 
tests which are within the scope of preventive 
medicine that are done without cest to the patient 
which in many instances would not be done on 
account of the expense. As for routine exam- 
inations of urine I am sure the director of the 
State Laboratory would like to be relieved of this 
work. While it is strictly not a matter of pre- 
ventive medicine, it is done more for expediency’s 
sake than otherwise. 
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Dr. F. Michael Smith, Vicksburg: Permit your 
chairman to state that this paper as presented 
conforms strictly to the subject of the paper 
which was “The Functions of a County Health 


Department Laboratory.” Now I am impressed 
that we should confine our discussions to that 
subject. Some mention or discussion has been 
made as to the nature of the specimens and the 
work that should be done in a county health 
departmen’s laboratory. I wish to suggest that 
if you have a county health department labora- 
tory that all specimens submitted for examina- 
tion should be submitted by the county health 
officer or else submitted through the county 
health officer; that it is not proper for a county 
health department to receive specimens direct 
from a practicing physician doing curative medi- 
cine. And I wish further to add that you ought 
to have a man as health officer who is capable 
and competent of differentiating what are public 
health problems and public health specimens and 
who would submit to that laboratory only those 
specimens whereon a report would have to do 
with public health problems. We ask your in- 
dulgence for these rather seemingly didactic state- 
ments and will now ask Dr. Lippincott to close 
this discussion. 

Dr. Lippincott, closing: I just want to say 
first that I am sorry that Dr. Ricks brought the 
private laboratory into this discussion. True, I 
have something to do with a private laboratory, 
but in this paper I tried to avoid the private 
laboratory point of view. I think you will agree 
that the paper is written from a public health 
standpoint. 

Dr. Smith is the head of the health depart- 
ment of our county and while I am not wholly 
a public health laboratory worker, I am a sort 
of a semi-public health man because I do the 
county public health laboratory work for Dr. 
Smith six months out of the year. As such I 
do know something of the service he thinks a pub- 
lic health laboratory should render and I assure 
you he is following very closely the conclusions 
suggested by this paper. 

As a private laboratory worker, I have no fight 
with the state laboratory or with Dr. Kemmerer, 
or with anyone else. I know very well that Dr. 
Kemmerer does not want to do urinalysis at pub- 
lic expense. I know Dr. Stingily before him 
did not want to do them. I know they have 
been forced to do them. The one reason I men- 
tioned urinalyses was because there are so many 
made. From a public health standpoint I know 
there are more pressing problems for which the 
money expended could be more profitably used. 
There is one county public health laboratory in 
this state which in the past two years. according 
to its own report, has made nearly three times 
as many urinalyses as any other item of its ac- 








tivities. I do not believe that the taxpayer's 
money should be used to set up free urinalysis 
laboratories for doctors of this state. I do not 
believe and the public health workers of other 
states apparently do not believe that that is 
public health, 

As for syphilis, I very carefully said that it 
was the opinion of the majority that it is a com- 
municable disease, and as such certain tests 
should be made to aid in its control. But I be- 
lieve, and many of those who expressed an opin- 
ion believe, that at least a part of the state 
money spent to do Wassermann tests promiscu- 
ously as a routine for private practitioners could 
be more profitably used for other more pressing 
phases of public health work. 

Dr. Womack thinks a Wassermann test should 
be performed on every patient and I agree with 
him. But I doubt very much if it is the func- 
tion of the state or county to make such routine 
Wassermann tests for Dr. Womack’s private hos- 
pital or for private patients generally. 

I have tried to take no dogmatic attitude. I 
have tried to give you the suggestions that I 
have received from all over the country. I thank 
you all very much for the discussion. 





THE CONTROL OF FILTH BORNE 
DISEASES IN MISSISSIPPI, 
HOW AND WHEN.* 


T. PAUL HANEY, JR., M.D., 
Mc Comes, Miss. 


The subject assigned to me for discus- 
sion at this time is a most flexible one. It 
should be a very easy subject for any es- 
sayist. You ask why? The answer is that 
no part of the subject is in any respect spe- 
cific. The term “Filth Borne Diseases” 
may have most any meaning we please to 
designate. The usual conception is, how- 
ever, that filth borne diseases are diseases 
of intestinal origin as the dysenteries, ty- 
phoid fever, hookworm disease, etc. For 
the purpose of discussion at this time the 
term as used in this paper shall be given 
a much broader meaning as follows: “A 
filth borne disease may be any disease of 
man, the spread of which is dependent 
upon, accelerated, or in any way made pos- 
sible by the direct or indirect interming- 





*Read before the Section on Hygiene and Pub- 
lic Health at the Sixty-fifth Annual Session of the 
Mississippi State Medical Association, Jackson, 
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ling or association of human beings, of oth- 
er animals, or of material objects with 
themselves, or with each other.” 

The word “control,” likewise, may, 
among health officials, have as many in- 
terpretations as there are individuals who 
use it. In this paper the word shall be 
interpreted to mean the total elimination of 
any disease the elimination of which is pos- 
sible and the reduction to the lowest possi- 
ble minimum of the case incidence and deat 
rates of all of the other diseases concerned. 

The remaining part of this subject, name- 
ly, how and when control of filth borne dis- 
ease in Mississippi shall be accomplished, 
might be answered accurately only by our 
Heavenly Father. There are, however, cer- 
tain fundamental facts now known to hu- 
man health authorities, that if observed 
may enable man, in a most astonishingly 
accurate manner, to closely approximate the 
goal. 

No individual, no group or groups of in- 
dividuals, can be charged with responsibil- 
ity for the proper care of the health of any 
community. Every individual in the com- 
munity, regardless of sect, social standing, 
or apparent degree of ability to serve, has 
a definite part of this responsibility thrust 
upon him. Those most capable are those 
most interested. The specially trained 
should outline and direct the execution of 
the program in such a manner that the in- 
terest and ability of each individual, or 
group of individuals, will be utilized in that 
capacity wherein each can best serve the 
purpose of the whole program. This part 
of the responsibility should rest with the 
health department. 

NECESSARY LEGISLATION 

The law most capable of enforcement is 
not that written in the statute; it is the 
law inscribed in the minds and hearts of 
those governed. Such “legal authority” is 
best obtained through the channel of con- 
structive education. There are, however, 
certain essential laws that may be classed 
under three general heads, namely: 

(1) Laws authorizing the appropria- 
tion of sufficient public funds for, and au- 


thorizing the establishment of a full-time . 
county health department with sufficient 
personnel effectively to carry on an ade- 
quate program. 

(2) Legal authority granting the health 
department ample freedom from entangle- 
ment in the execution of a reasonable health 
program. 

(3) Local ordinances governing the 
construction, operation and maintenance of 
special or specific projects. Examples here 
would be relative to a public water supply, 
a sewage disposal system, immunizations 
during the pre-school and school period, 
and a safe public milk supply. 

EDUCATIONAL PROGRAM 

A widespread, and at time appalling, ig- 
norance exists among the general public as 
to the ways and means of controlling filth 
borne diseases. In its campaign for the 
prevention of disease and the promotion 
of physical fitness, the health department 
must depend chiefly upon educational meth- 
ods for the carrying out of its program. 
The present day health worker very rarely 
resorts to law enforcement for obtaining 
desired results. Persuasion and education 
are many times more effective. 

The sum total of all educational activity 
of a full-time county health department 
should result in a full cooperative, popu- 
lar understanding; that is, a public senti- 
ment endorsing the activities of the health 
department in relatively the same manner 
as that given the department of public ed- 
ucation. To expect or realize such a pub- 
lic sentiment the first and most important 
consideration is that of the personnel con- 
tained in the department of health. No 
one would question the truth of the state- 
ment that highly trained, qualified men 
and women are a necessity in the realiza- 
tion of present day demands for the educa- 
tion of the youth in the public schools of 
our land. These teachers determine the fu- 
ture intellectual status of our population 
and thus indirectly the economic status of 
our county. All that is essential for the 
teacher in the public school, and then some 
more, is essential for the worker who is 
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directing the health educational activities 
of our country. All members of the local 
health department should be _ specially 
trained in the fundamental principles and 
problems of public health. In probably no 
other profession is the personality of the 
workers more vividly reflected in the type 
of results obtained through their endeavor. 
The magnetic personality, eager, and with 
the ability literally to saturate the public 
with the essential fundamentals of his or 
her work and at the same time hold the in- 
terest of the public to a keen, eager edge, 
is the ideal to be sought in making a se- 
lection of the health department personnel. 

The one fundamental principle that 
should be emphasized by every public health 
worker can be summed up in the definition 
of sanitation offered by our distinguished 
friend, Dr. L. L. Lumsden of the United 
States Public Health Service, in U. S. P. H. 
S. bulletin No. 45, Vol. 34. This definition 
states that “Sanitation is the common- 
sense application of the principle of cleanli- 
ness.” More elaborate and more scientific 
definitions have been submitted by various 
authors, but none more workable and more 
simple than that of Dr. Lumsden is avail- 
able. I should like to slightly elaborate 
this splendid definition in order to impress 
upon health workers the scope of its appli- 
cation. Sanitation is the common-sense 
application of the principles of cleanliness 
by the individual, both as an indivdiual and 
as a member of society. 

The following measures will aid in edu- 
cating the community in methods of con- 
trolling filth borne diseases. 

1. The Medical Profession. 

Preventive medicine had its origin in the 
medical profession. Such immortal men 
as John Snow, Koch, Pasteur and Budd laid 
the foundation of the modern conception of 
preventive medicine. There is no differ- 
ence today in the relationship of preventive 
medicine and the general medical profes- 
sion. Every practitioner of medicine today 
is also a practitioner of preventive medi- 
cine. Health authorities and all health 


workers appreciate today the sovereignty 
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of the family physician in the promotion 
and the practical application of health edu- 
cation. 

The physician’s influence in the home and 
the confidence placed in him by every mem- 
ber of the family, has never been and never 
will be replaced or equalled by any other 
individual, or groups of individuals. His 
opportunity to educate the general public 
as to the ways and means of controlling 
filth borne diseases is unsurpassed by any 
other influence. Every health officer in 
Mississippi should gain and hold the confi- 
dence and friendship of every member of 
his local medical profession to the extent 
that he can influence each member to prac- 
tice preventive medicine in the same fash- 
ion he himself does. 

Each family physician should instruct the 
family in which a case of communicable 
disease exists as to every detail of the rules 
and regulations of the state board of health 
governing that particular disease. He 
should not only isolate the sick patient but 
should instruct each non-immune contact 
as to the isolation period necessary for him 
to observe. If the medical profession is 
not doing this, earnestly and carefully, it 
is te a very large extent because the local 
health officer has failed to gain the confi- 
dence and whole hearted cooperation of the 
medical profession. Each health officer 
should see to it that every physician in 
his county has in his possession a copy of 
the state board of health “Rules and Regu- 
lations Governing Communicable Dis- 
eases.” 

It is my humble opinion that in Missis- 
sippi too many parents are sending their 
children to school after children have been 
exposed to contagious diseases and before 
the period of isolation for contacts has ex- 
vired. Even should the health officer make 
the attempt, it would be impossible for 
him, or any member of the health depart- 
ment staff, to visit all cases of communi- 
cable disease and institute all quarantine 
measures as outlined by the “Rules and 
Regulations Governing Communicable Dis- 
eases.” It is, therefore, necessary that 
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every physician cooperate in the enforce- 
ment of these ruies and regulations. Par- 
ents appreciate this information coming 
from their family physician more so than 
from the health officer. In by far the great 
majority of the cases, this advice on the 
part of the family physician is all that is 
necessary to effect accurate compliance. 
In the few cases where other measures 
are necessary it is then the duty of the 
county health officer to secure proper com- 
pliance with the law. 

2. The Press. 

Probably the most influential factor in 
the affairs of any community is the local 
press. With modern methods of transpor- 
tation and the resulting geographical ex- 
pansion of the individual’s activities, there 
has resulted also a corresponding geogra- 
phical expansion of the individual’s inter- 
ests. Public educational facilities, during 
the past two or three decades, have in- 
creased in number and efficiency in remark- 
able fashion. This has resulted in a marked 
degree of expansion of the individual’s in- 
tellectual interests. The rural districts in 
the United States have not lagged in this 
advancement. The rural inhabitant is no 
longer isolated either geographically or in- 
tellectually. He is reading the daily and 
weekly papers with equal eagerness and 
interest to that of the urban dweller. 

The full, sympathetic cooperation of the 
local press is not only advisable, but is es- 
sential to the successful execution of a 
rural health program. Practically -all edi- 
tors in rural districts are usually very anx- 
ious to cooperate in any activity that has 
for its purpose the betterment of commun- 
ity health conditions. Frequent interesting 
articles relative to disease control should 
be submitted in complete form ready for 
publication. A complete outline of any 
special program should be published, fol- 
lowed later with any results obtained. The 
results of any program should always be 
published. 

3. The School. 

First, obtain full cooperation of the su- 
perintendent of education and each teacher 
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to the extent that they demonstrate their 
interest by active, enthusiastic participation 
in the program. Timely lectures should be 
given by the health officer, nurses and san- 
itarian to the parent-teacher associations, 
the school children and the general public. 

Health education is the sum of experi- 
ence in school and elsewhere, which favor- 
ably influences habits, attitudes and knowl- 
edge, relating to individual, community, and 
racial health. 

Conscious provision should be made for 
health education each year, each month, 
each week, and each day in the school life 
of the child in kindergarten, elementary 
school, junior high school, senior high 
school, in the teacher training institution, 
and in college. 

Health education in the elementary school 
must be provided, as a rule, by the grade 
teacher. It is desirable that health educa- 
tion should be attended to wherever favor- 
able opportunity comes for application of 
any idea or principle relating to health. To 
insure satisfactory health instruction in 
the elementary school, every grade teacher 
should receive adequate instruction and 
training for her part of the health work, 
as a student in the teacher training insti- 
tution. Efficient supervision must be pro- 
vided for the guidance of every grade 
teacher in the work done in health educa- 
tion. 

Efforts of the school in health education 
will be largely futile unless satisfactory co- 
operation is provided by the home, and by 
the community outside of the life of the 
child in school. 

4. Organization of the Laity. 

In every community there are certain 
leading individuals who are definite fac- 
tors in the moulding of public sentiment. It 
may be the sheriff, one or all of the county 
supervisors, county judge, county attorney, 
the mayor, city councilmen and the justice 
of the peace or constable. Usually the min- 
isters of the Gospel, physicians, and super- 
intendents of education are very influential 
individuals. Successful planters and other 
business men may be the leaders. With the 
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negro population in Mississippi the planter 
(landlord) and the colored parson are the 
two leading men through which the race 
can be converted into action. Often the 
trustees of the negro schools are very in- 
fluential among their people. 

It should be determined who these lead- 
ers are, both white and black, and special 
concerted effort should be made to give 
them a clear, full understanding of the pur- 
pose and plan of the program. If this por- 
tion of the population of a community is 
first convinced that such a program is fa- 
vorable, and if their interest is aroused to 
such an extent that they themselves will 
actively participate in it, the cause is won. 

Auxiliary organizations are of inestim- 
able value to the health worker in the pro- 
motion cf an educational program. Prob- 
ably without exception they are always ex- 
ceedingly interested in the work and eager 
to take an active part in disseminating the 
good story throughout the community. 
Good newspaper publicity for the programs 
can be obtained through such organizations. 
A list of such organizations, with the names 
and addresses of the leaders of each, should 
be on file in every health department. 

HEALTH SURVEY 

The health survey is such a practical 
procedure and by which such far reaching 
educational results are possible, that it is 
deemed wise to emphasize it in this paper. 
The U. S. Public Health Service has estab- 
lished the fact that the health survey of 
rural districts is the first essential in start- 
ing a health program. If at all possible, 
very early in the program a house to house 
canvass should be made. If special per- 
sonnel is necessary to accomplish this, such 
money is economically spent. 

The investigator, after making himself 
known at the home, and after receiving an 
expression of willingness for him to do 
so, proceeds to make the canvass and sur- 
vey. A uniform printed card is filled out 
at each home and careful effort is made to 
obtain fully and accurately all data called 
for on the card. He is usually accompanied 
about the premises by some responsible 


member of the household, and during the 
survey this member’s interest in the prin- 
ciples of sanitation as applying to his home, 
is aroused. Good conditions found are 
commended and methods for keeping them 
good described. Faulty conditions are 
pointed out, their danger explained, and 
simple, feasible, common-sense measures 
for correcting them described. 

Adequate follow-up work is most essen- 
tial to the success of the health survey. The 
investigator should be a well qualified, en- 
ergetic sanitary inspector. The inspector’s 
qualification for the work he is doing is 
directly reflected in the number of sanitary 
corrections he obtains. His magnetic per- 
sonality, eager and with the ability to lit- 
erally saturate the individual with the gos- 
pel of filth borne disease prevention, should 
excel the influence that has in the past lit- 
erally saturated the individual’s environ- 
ment with the excreta from filth borne dis- 
ease. To have this ability the inspector 
must himself first be sold. Then he must 
have the energy to demonstrate his product 
by actual building. 

It is also necessary that the sanitary in- 
spector be given absolute ccoperation from 
the health officer first, and through him 
the absolute support of the leaders and 
fathers of the community. Without this he 
will fail. 

Let me emphasize in closing this paper 
that one of the main goals to be attained 
by an intensive campaign for health pro- 
tection is to create within the minds of 
the people an appreciation that money in- 
telligently spent for the prevention of dis- 
ease is money saved from loss in diminished 
earning and in the care and treatment of 
the indigent sick. More so in rural dis- 
tricts than in urban, it is necessary that 
the individual spend his personal money for 
the creation of sanitary conditions about 
his own premises. The only method avail- 
able for the attainment of the most far- 
reaching results in health work is through 
education. The most practical, most effi- 
cient and economic means of conducting 
such educational procedure is through the 
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services of a full-time county health de- 
partment. When the whole rural popula- 
tion of Mississippi is taught the funda- 
mental principles of public health work 
through the intelligent efforts of such a 
department, then the health of rural people 
in Mississippi will be on a par with that 
in urban districts, not only in Mississippi, 
but in any section of the country. Then, 
and not until then, can we say there ex- 
ists the control of filth borne diseases in 
Mississippi. 
BIBLIOGRAPHY 
Lumsden, L. L.: 
a. Extent of Rural Health Service in the U. S., 1926- 
1930, Public Health Reports, Vol. 45, No. 19, May 
9, 1930. 
b. Rural Hygiene, P. H. Reports, Vol. 34, No. 45, Nov. 
7, 1919. 
ce. Rural Health Service in the U. S., 1925-1929, P. H. 
Reports, Vol. 44, No. 20, May 17, 1929. 
d. Extent of Rural Health Service, 1923-1927, P. H. 
Reports, Vol. 42, No. 17, April 29, 1927. 
e. Rural Sanitation, P. H. Bulletin No. 94, October, 1918. 
Ehlers and Steel: Municipal and Rural Sanitation. Pub- 
lishers, McGraw-Hill Book Co., New York City. 
Rosenau, M. J.: Preventive Medicine and Hygiene, Fifth 
ed., 1927, D. Appleton and Co., New York City. 
Kibbey, C. H.: The Principles of Sanitation, First ed., 
1927, F. A. Davis Co., Philadelphia. 
Freeman, Allen W.: Rural sanitation, South. Med. 
Jour., January, 1912. 
Wood & Rowell: 


spection of Schools, 1928. 


Health Supervision and Medical In- 


DISCUSSION 

Dr. C. C. Applewhite, Jackson: In the first 
place I want to congratulate Dr. Haney upon 
his paper. It is well written and embraces practi- 
cally all of the fundamental factors involved in 
the prevention of these diseases. 

For more than the past quarter of a century 
the medical profession has had in its possession 
the knowledge of all of those factors which have 
a bearing upon the mode of transmission and the 
methods of preventidn of the filth borne diseases, 
and for more than two decades the Mississippi 
State Board of Health has waged a rather relent- 
less campaign against these diseases. Notwith- 
standing this fact, last year more than 100,000 
people in this state suffered from one of the so- 
called filth borne diseases. Now the question 
naturally arises. according to the title of this 
paper, when and how are we going to control 
these diseases? 

It is rather difficult to say just exactly when 
this is going to occur. In looking over the popu- 
lation of Mississippi, knowing something about 


the present state of sanitation, I figure that there 
are about 250,000 homes, nearly a quarter of a 
million, in the state of Mississippi which are not 
properly sanitated, and at the present rate of 
improving the methods of excreta disposal which 
we have been maintaining for the past four years, 
I figure that if we keep up that rate and continue 
the maintenance, it will probably be at least 
two decades before we can get this state in a 
fairly good state of sanitation. In other words, 
it will require about twenty more years of hard 
work. 

Now the question of how to accomplish this 
presents itself. We know what the causes of 
these diseases are. Dr. Haney has placed a more 
liberal interpretation upon this term—filth borne 
diseases—than I have. I want to state that the 
control of the real filth borne diseases—the ex- 
creta borne diseases—is a problem peculiar to 
the small towns and thickly populated rural dis- 
tricts. It is in these areas where proper disposal 


of human excreta is most urgently needed at 
present. 


There are just two measures which must be 
invoked to achieve worthwhile results. The first 
is public health education. We must teach the 
people in a practical way the sources and modes 
of infection of these diseases. They must be 
taught that there is only one type of filth that is 
responsible for the continuation of these diseases; 
namely, the discharges from the bowels and kid- 
neys of human beings. Only when the people 
realize that this is the only source of these dis- 
eases and they must get some of this material into 
their mouths in a fresh state in order to catch 
one of these diseases can we reasonable expect 
to reach a solution of this problem. It is the 
duty and function of the various health depart- 
ments and all of those who know these facts to 
warn the people about the dangers of this con- 
tinuous exposure to this potentially dangerous 
matter. 

There may be some controversy concerning the 
real merits of sanitation and vaccination as con- 
trol measures. There is only one of the filth 
borne diseases for which we have at present an 
effective immunizing agent. I sometime wonder, 
however, if we have not overdone vaccinations to 
the neglect of sanitation. I also wonder if vac- 
cination against typhoid fever has not retarded 
sanitation to a certain point. Vaccination some- 
times gives the people a feeling of security 
against the filth borne diseases which is not war- 
ranted when this process is resorted to and sani- 
tation is neglected. There is a very striking 
example of the effect of vaccination on the inci- 
dence of typhoid fever in Lee County. In that 
county the typhoid rate has been persistently 
held down by means of vaccination while the 
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dysentery rate is about as high as in any county 
in the state. This high dysentery rate indicates 
a neglect in sanitation. If all the filth borne dis- 
eases are to be controlled, greater dependence 
must be placed on sanitation. 

In the little town of New Albany, Mississippi, 
in 1928 there occurred some 78 cases of ileocoli- 
tis. The health department got busy. They did 
two things; first, they sanitated the homes with 
respect to excreta disposal, and second, they en- 
forced the provisions of the Standard Milk Ordi- 
nance thus insuring a satisfactory public milk sup- 
ply. In 1930 not one case of ileocolitis was re- 
ported in the town. What sanitation did for 
New Albany can be accomplished in most any 
other town or community of the state. If the 
health officer, the sanitary inspector, and the 
public health nurse will duly stress and explain 
to the people the danger occasioned by the pro- 
miscuous scatteration of human excreta and get 
the people of Mississippi. conscious of this dan- 
ger and cause them to realize that sanitation is a 
disease preventing and life saving agency, the inci- 
dence of the filth borne diseases will be markedly 
reduced. Until this is accomplished this state 
will continue to have numerous cases of filth 
borne diseases which will result in needless sacri- 
fice of human life. 

Dr. L. S. Lippincott, Vicksburg: I do not 
want to be accused of talking from the private 
laboratory standpoint, but I would like to make 
a suggestion. I have already made some mention 
of it. In 1930 there were reported to the State 
Board of Health more than 12,000 cases of bacil- 
lary dysentery. That is a filth borne disease. I do 
not believe there were 12,000 cases in this state. 
I am looking for it all the time. I occasionally 
see amebic dysentery. I see diarrhea—I won’t 
say I see dysentery—often, and I am wondering 
if we could not accomplish something by check- 
ing a little more closely these diagnoses of ba- 
cilary dysentery. It does not look well to the 
outside world to see 12,000 cases here, if they are 
not here, and I do not believe they are here. 
If I was going to bring a factory or a mill or any 
other organization (which employs a large number 
of men) into Mississippi, I would not do it if I 
saw a report of a large incidence of bacillary 
dysentery in this state. We are injuring this state 
by these reports, just the same as we are injuring 
it by our malaria reports that are not checked, 
and there is a good chance for the State Board of 
Health to insist that these cases be checked. I 
understand the doctor objects to your doubting 
his diagnosis, but you are doing it with malaria— 
you are asking him to please have it checked, 
and you can do it in a nice way with bacillary 
dysentery, and I am willing to believe if you will 
check these cases by laboratory examinations 
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you will find that bacillary dysentery reports 
drop to almost nothing. 

Dr. Williams, Gulfport: It is exceedingly in- 
teresting to hear referred to an extinct class of 
doctors—the family physician. There is almost 
no such animal. It is refreshing to hear reference 
to the shortcoming of the medical colleges in 
their training of these men. It is amusing to 
watch the trend of discussions and see how the 
directors of certain bureaus advocate building 
the old out-door family privy—and then watch 
how quickly the laboratory men rally to their 
standard bearer when he refers to the necessity 
of his class of work. We might follow it a little 
bit further and take up the statistician who knows 
little about sanitation, but talks very wisely and 
tells the hard worked fellow just how and what 
to do. What we need in all of this work is more 
time spent on communicable diseases and control 
of same, although the family physician knows how 
they are communicated from individual to in- 
dividual, enough stress isn’t placed upon it, and 
the responsibility of the attending physician hasn’t 
been emphgsized enough to make him assume the 
part that he should play in the prevention of 
diseases. 

It is interesting to watch the workings of the 
Bureau of Communicable Diseases and these en- 
thusiastic fellows that want to do everything with 
a hypodermic syringe. The truth of the business 
is you have to do some of these all of the time 
and you can do all of these some of the time. It 
is interesting to hear referred to, those fellows 
that are beginning to read the papers. Down 
our way, I think they average just about what 
they do in the average communities—but a large 
percentage of the people do not read newspapers 
and those who do, don’t read very much about 
sanitation and public health, particularly if these 
articles are not written with a great deal of 
judgment and discreetion. Long articles are ab- 
solutely ignored and short articles have to be so 
placed and handled in your newspapers and by 
your public press as to reach those people whom 
they are intended to benefit. After all, you 
have to have a well balanced program and work 
that part of your program that is most accept- 
able to the people with whom you are working. 

Dr. F. Michael Smith (Vicksburg): I wish to 
indorse what the last speakér, Dr. Williams, has 
said. You can’t depend absolutely or directly on 
any one of the preventive measures in commun- 
icable or filth borne disease control. It takes 
education, vaccination and sanitation, all of these. 
Let us remember this fact, that immunity is not 
an absolute or a fixed thing. It is not everlasting, 
whether acquired by a successful fight against a 
communicable disease or by cell activity when 
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stimulated by vaccines to produce specific anti- 
bodies. There are cases known to kave had small- 
pox the second time. Three shots of typhoid 
serum may protect some people one or two years, 
others three years, who are subjected to only or- 
dinary ingestion or body invasion of typhoid 
bacilli, but should they get a mass dose of extra 
virulent typhoid bacilli three shots oftentimes 
does not protect. 

At the opening of this section I reminded you 
that this association had waited 64 years before 
they saw fit to pay me the honor of making me 
chairman of this section, and I reminded you that 
I endeavored to show my appreciation by not 
bringing you a “cut and dried’? chairman’s ad- 
dress, but I do want to be indulged to these few 
parting words that will pertain to the question 
of education that has been stressed in this most 
excellent paper. 

A great deal has been said about the family 
physician, the responsibility and duty in the 
education of the family in matters that pertained 
to health and longevity. This is unquestionably 
true, that is, true in part, that he can perform 
no greater service than the service of an educa- 
tor. I am persuaded that the family physician 
should not only be conversant with the pathology, 
rational medical and surgical treatment and 
dietetics that have to do with his patient and the 
particular disease from which he suffers, but I 
am further persuaded that he should be con- 
versant with filth borne diseases, in fact all other 
communicable diseases not alone as relates to 
the causative agent, the source of infection and 
mode of transmission, period of incubation and 
period of communicability, but in methods of 
control we would not have him ignorant of same 
hut cautious in advising relative to same. He 
should remember that finally and legally the re- 
sponsibility for the control of communicable 
disease rests upon the health officer, that he (the 
health officer) is required to institute isolation 
and the quarantine of contacts, and to release 
such when the period of communicability is past. 
Therefore, I urge that no health officer should 
make any suggestions or criticisms on the cura- 
tive treatment and management of the case and 
respectfully suggest that no practitioner should 
embarrass any health officer, who is trying to 
fulfill the legal requirements and institute a sane 
program that makes for the protection of the 
public, by telling his patient he can go out on 
such and such a date, advise all contacts when 
they can enter on the performance of their duty. 
I have been embarrassed a number of times by 
people telling me their doctor said they could 
do so and so! which was not in conformity with 
good preventive medicine practices or in keeping 
with the rules and regulations of the state de- 
partments of health. Just a few days ago a man 
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with smallpox, or rather his child had it, told me 
his doctor said he could go back to work the next 
day in view of the fact that the man had an old 
scar he had had since childhood. I knew that 
doctor to be a good man, but I told this man 
to report for revaccination and I would have a 
talk with the doctor and I would then advise him 
further. I have had physicians to advise contacts 
with scarlet fever and diphtheria what course to 
pursue and oftentimes same was not in keeping 
with good and authentic preventive measures or 
in conformity to state regulations. 

So in our educational program let’s clearly 
visualize the duties and responsibilities of the 
general practitioner, and the duties and respon- 
sibilities of the health officer. Let’s work in a 
harmonious spirit in the interest of the patient 
and in the interest of the public or the commun- 
ity as a whole. 

I wish to again thank the men who have con- 
tributed to this program, and I think I am not 
presumptious in stating that it has been a success. 
And I again thank every man who participated 
in the discussions. I hope this section in and 
through the coming years may be the means of 
bringing closer together our doctors, whether 
your specialty be that of a general practitioner of 
curative medicine or a health officer who does 
only preventive medicine. 

Dr. Haney (closing): I wish to thank each 
person who discussed this paper and to express 
my appreciation for the good points that were 
brought out. In my paper no attempt was made 
to go into detail as to what should be taught. 
The paper was an outline, and I took for granted 
that the health department personnel would be 
interested in their work, and they should be 
especially trained in the work of public health. 
If this be true, the personnel will outline and 
direct the right teaching, i.e., the right type of 
education. 

I agree with Dr. Applewhite, and others taking 
part in the discussion, that immunization is not 
all that is necessary in the control of typhoid. I 
think the permanent control is by building and 
using sanitary pit toilets, properly constructed 
sewer connections, and other means recognized 
by the State Board of Health as adequate for 
sewerage disposal. 

I wish to state that I agree with Dr. Lippincott 
that there should be definite attention given to 
bacillary dysentery. I think one of the most 
important public health problems concerns this, 
and that we should give special attention to diag- 
nosis, care, and prevention of dysentery. 

I wish to thank Dr. Robinson for his part of 
the discussion. I think that our educational efforts 
should be constant and uniform. By this, I mean 
we should not have special campaigns waged with 
a “whole lot of whoopee” for that special project 
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and then let our interest die down. Our enthus- 
iasm should not rise and fall. We should have, as 
Dr, Williams mentioned, a uniform program; one 
that will include all that is necessary, all that is 
needed for our particular community. I think 
this is one of the means of determining the 
quality and efficiency of the health officer; name- 
ly, his ability to determine what is needed in his 
community, what the activities of the health de- 
partment in any particular instance should be— 
what should be, and what should not be empha- 
sized. We should have a uniform, adequate pro- 
gram. I agree with Dr. Landam that the health 
officer should be sepecially informed on commun- 
icable diseases, diagnosis, and control methods. 
He made the statement that he went with his 
physicians on cases of communicable disease. I 
think this is right. The health officer in the com- 
munity should be available to physicians for con- 
sultations on communicable diseases and other 
problems of public health. The health officer 
should be especially trained in public health and 
be able to give constructive health consultation 
and advice not only to physicians in the commun- 
ity, but to every individual in the community. 
Physicians and other persons in the community 
should call upon the health officer for consulta- 
tion and advice, and he should be available for 
this service at all times. 





HIGH FREQUENCY ARC RESECTION 
OF THE PROSTATE. 


H. W. E. WALTHER, M. D., 
NEw ORLEANS. 


Urology has passed a third mile-stone on 
its hike along the highway of intravesical 
procedures. First, the crushing. of mod- 
erate sized stones in the bladder and the 
intraureteral manipulation and delivery of 
impacted calculi in the lower ureter re- 
ceived the approval of even the most 
skeptical. Second, the high frequency 
spark destruction of pedunculated tumors 
of the bladder completely revolutionized 
our therapy directed at this type of vesical 
growth. And, third, the recent perfection 
of the radio cutting loop under water opens 
up a field for removing vesical neck con- 
tractures, median bars, moderately enlarged 
middle or lateral lobes and hypertrophied 
sub-cervical glands in elderly male patients 
with symptoms of prostatism—a procedure 
much more safe and requiring a shorter 
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period of hospitalization than the open 
operations have hitherto demanded. 

As with all epoch-making advances in 
surgery, this attack upon _ bladder-neck 
obstructions by means of intricate, electro- 
surgical cutting devices, employed through 
an insulated endoscopic sheath, has brought 
much grief to those workers whose enthu- 
siasm carried them too far afield. The size 
of the prostatic enlargement, the location 
of the obstructing lobes, the cellular path- 
ology of the growth in question, the physical 
status of the individual—particularly as 
regards his heart and kidneys—all these 
and more demand careful attention before 
electro-surgical resection can be planned 
with safety. This procedure, comparatively 
simple in experienced hands, requires, for 
its success, the same preoperative study 
and preparation that has marked the pre- 
liminary measures leading to a _ supra- 
pubic cystotomy. Laboratory and bedside 
studies furnish indispensable data in arriv- 
ing at a decision. 

It should be stated at the outset that 
resection is not going to replace pros- 
tatectomy. The procedure is too new to 
give any fixed ratio but those urologists 
best competent to express an opinion state 
that about 33 per cent of cases of pros- 
tatism can be relieved by this means. 
Whether or not this percentage will be 
revised upwards in the future, due to 
refinements in technique and in mechanical 
construction of the resectoscopes now in 
use, time alone will tell. 

Many instruments have been introduced 
during the past seven years beginning with 
the resectoscope of Stern in 1926. I am 
speaking only of high frequency arc cut- 
ting instruments. In 1927 Davis presented 
a modification of the Stern apparatus. 
Finally, McCarthy suggested a_ visual 
prostatic electrotome which, I think I can 
say without fear of contradiction, is the 
instrument most popular today. 

Two types of surgical units for furnish- 
ing the necessary high frequency current 
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for cutting are in use. First, we have the 
spark gap machine of which the Bovie unit 
is a representative example, using damped 
current of intermittent bursts of energy, 
and, second, the McCarthy unit using a 
vacuum tube amplification with continuous 
current flow of the undamped type. Both 
models have their advocates. According to 
electro-physicists, the damped or spark gap 
current cuts more deeply, causing more 
slough of tissue, and is supposed to 
coagulate bleeding vessels best; while the 
undamped or vacuum tube current (the 
principal in the radio knife) cuts with a 
minimum desiccation of underlying tissue, 
producing practically no slough and yet 
coagulates bleeders instantly. 

This matter of controlling bleeding dur- 
ing resection has been the subject of so 
much dispute that it appears high time to 
settle the matter once and for all. Sales- 
men and the advertisements of manufac- 
turers of high frequency apparatus are 
largely responsible for propaganda to the 
effect that whereas vacuum tube units 
resect better than spark gap machines, 
they are not dependable in arresting hemor- 
rhage. The work in our urological service 
at the Southern Baptist Hospital has been 
confined solely to the vacuum tube unit of 
McCarthy and after a year of experience 
with it we can attest to the fact that, after 
perfecting our technique, it has never 
failed to stop bleeding points promptly, 
effectively and permanently. It would 
appear rational therefore to conclude that 
the undamped current is superior to the 
damped. Until more time has elapsed, it 
is to be hoped that those using the Bovie 
or similar units will keep accurate tabu- 
lation of reactions following prostatic 
resections, post-manipulative hemorrhage 
and functional results, not alone as regards 
reestablishment of urinary stream and the 
presence or absence of vescial residual, but 
also proof that deep high frequency cur- 
rent penetration leaves the lower ureters 
perfectly unobstructed and that the ejacu- 
latory ducts do not become occluded by 
scar contracture. 
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The clinical selection of cases amenable 
for transurethral prostatic resection is 
most important. With most of us it is 
customary to group these cases according 
to size or location of obstructing factors, 
as determined at cystoscopy. With us 
type IV represents a gland whose lateral 
and middle lobes practically fill the blad- 
der and where the residual varies from 
200 c.c. to 600 cc. or more. Type III 
presents less adenomatous projection and 
less than 200 c.c. residual. Type II includes 
early lateral lobe enlargement or median 
lobe encroachment sufficiently marked as to 
retard the patient’s voiding comfortably. 
Type I represents vesical neck contractures, 
median bars and small middle lobes of 
the ball-valve variety. Obviously, such a 
grouping is arbitrary. Every cystoscopist 
formulates his own classification, suitable 
to his needs, which represents his personal 
interpretation. 








TABLE OF STATISTICS ON PROSTATIC RESECTION. 

















Number 

Operator of Cases Deaths Method 
C. W. Collings........ 800 2 Collings 
T Mi. Baevis.......... 470 1 McCarthy-Davis 
H. C. Bumpus........ 250 4 Caulk-Braasch-Bumpus 
J. F. McCarthy...... 150 1 Stern-McCarthy 
W. J. Bape............. 186 2 Caulk-Stern-McCarthy 
8, ae 74 3 Day-McCarthy 
SOIT e-da-ssieidincsiess 1880 13 _ 








The point is, that types I and II are 
adaptable to resection operations and 
types III and IV are not. Under spinal 
anesthesia the removal of from 5 to 10 
grams of obstructing tissue can be removed 
in an hour. In these patients the bleeding 
is usually of little moment and easily con- 
trolled. In types III and IV, where the 
obstructing masses may weigh anywhere 
from 50 to 100 grams or more, two hours 
or longer may be required to remove 
sufficient tumor material to do good. Such 
prolonged manipulation not alone predis- 
poses to additional shock but the loss of 
blood is often considerable and the attempts 
to stop the bleeding proportionately difficult. 

Even in selected cases, the post-instru- 
mental convalescence must not be minim- 
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ized. The reactionary, edematous swelling 
at the bladder-neck is pronounced in most 
cases and chills and fever are not in- 
frequently observed on the second or third 
post-operative day. A cloudy urine will 
persist for several weeks. Such reactions 
should be anticipated and can frequently 
be reduced to a minimum by intravenous 
injections of methenamine given twice 
daily a few days before and for many days 
following the resection. 


As to after care, an indwelling, whistle- 
tip catheter (sizes 24 F. or 26 F.) is fixed 
into place for drainage and for pressure 
over the raw surfaces produced by the 
high frequency loop. We allow this cathe- 
ter to remain in place for from 48 to 96 
hours, depending upon the color of the 
bladder washings and the amount of 
urethral irritation such a foreign body 
produces. During the period of indwelling 
catheter drainage the bladder is kept clean 
with vesical lavages, given three times 
daily with .25 per cent Dakin solution. 


Many workers in this field consider it 
the operation of choice in relieving obstruc- 
tions due to carcinoma of the prostate. 
So far we have had no experience with 
the procedure in malignant growths. In 
secondary contractures following  pros- 
tatectomy, it should be the operation of 
choice. 


Of the complications accompanying re- 
section, as reported by various urologists, 
acute pyelonephritis, epididymitis, extra- 
vasation of urine, delayed hemorrhage, 
cardiac decompensation and _ septicemia 
have been observed. Where proper selec- 
tion of cases is practiced, limiting oneself 
to those cases falling in groups I and II, 
where thorough pre-operative study is 
carried out and where the preliminary 
preparation is adequate (indwelling cathe- 
ter decompression, bilateral vaso-ligation, 
etc.), a minimum of difficulty should be 
experienced. 

The permanency of the relief afforded by 
the method can be judged only by the state- 
ments of such pioneers in the field as Caulk, 
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Bumpus and Davis who report no recur- 
rence of symptoms over a five-year period, 
But even where subsequent obstruction 
develops, a second resection should hold 
precedence over the open operation. The 
element of safety along with the economic 
consideration of time saved should prompt 
such a stand. 

We have applied high frequency arc 
resection in eleven cases of prostatism. 
No fatality occurred in the series. All of 
our patients represented obstructions fall- 
ing within groups I and II. Suprapubic 
cystotomy had to be resorted to following 
the first resection in order to arrest 
hemorrhage. This was due soley to faulty 
technic owing to our inexperience with the 
method. In none of the remaining cases 
have we failed to give complete relief. 
The average stay in the hospital was four- 
teen days. The highest febrile reactions 
reached 105°F. and these lasted but a few 
hours. 

Our experiences, limited though they be, 
convince us of the rationality of the pro- 
cedure in carefully selected cases. It should 
not be attempted by those inexperienced in 
the use of modern electro-surgical appar- 
atus. In advanced adenomatous growths it 
should not be considered. Transurethral 
resection should encourage many prostatics 
to seek aid earlier than has hitherto been 
the custom. Dread of a prostatectomy need 
no longer deter sufferers from securing 
help where resection appears to offer the 
desired relief. 





THE DIAGNOSIS AND SURGICAL 
TREATMENT OF DUODENAL 
ULCER.* 

R. L. SANDERS, M. D. 
MEMPHIS, TENN. 


An observer of the trends of surgery 
will have noticed that the surgeon is 
becoming more and more sensitive to 
physiologic processes and to his responsi- 





*Read before the Section on Surgery at the 
Sixty-Fifth Annual Session of the Mississippi State 
Medical Association, Jackson, April 13, 1932. 
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bility for maintaining them so far as is 
possible. When an operation has been per- 
formed successfully and the patient con- 
tinues to suffer it is usually for one of two 
reasons: a mistaken diagnosis or a too 
drastic interference with physiologic pro- 


cesses. There is no branch of surgery in 
which this applies with greater force than 
in the treatment of ulcer of the duodenum. 
The problems of duodenal ulcer are pri- 
marily problems of physiology. 

The surgeon, by the very nature of his 
calling, is absolved from the great law of 
medical practice which says, “Thou shalt 
do no harm.” To him it is allowed to do 
evil that good may result. Since in his 
work evil must be mingled with good, he 
must strive to unite the maximum of good 
with the minimum of evil. This throws 
upon him the heavy responsibility of deter- 
mining the true nature of the disease and 
weighing carefully the damage to be done 
against the benefit to be derived. 


The error of diagnosing an ulcer when 
no ulcer is present may be a serious one 
for the surgeon. Moynihan! says that the 
high repute of both medical and surgical 
treatment have been earned in some in- 
stances by a process of make-believe. 
Medical treatment for an imagined ulcer 
can do no harm, but surgery for an ulcer 
that does not exist may do irreparable 
harm. Gastro-enterostomy cannot be ex- 
pected to cure lead poisoning, the vomiting 
of pregnancy, visceroptosis, gall stones, 
tabes dorsalis, or achlorhydria. Yet Moy- 
nihan has known it to be performed for 
all of these. The indifferent results from 
this operation are found largely in that 
group of cases characterized by indeter- 
minate symptoms, often of extra-gastric or 
extra-duodenal origin. 

CLINICAL PHASES 

In uncomplicated duodenal ulcer the 
clinical picture is characteristic. It is a 
disease which affects principally young and 
middle aged adults, although it is seen in 
persons of all ages. The incidence is higher 
in males, the ratio being about 3 or 4 to 1. 
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Periodicity ——The periodicity of the at- 
tacks is striking. They occur usually in 
the spring and fall seasons, last from two 
to six weeks, and then completely remit. 
In contrast to other diseases producing 
similar symptoms, patients with duodenal 
ulcer complain daily during its activity. 
In the intervals between attacks they are 
quite comfortable and, as a rule, are not 
troubled with indigestion. The complete 
remission is as diagnostic as the attack. 
The entire picture may change, however, 
with the onset of complications. In some 
cases the disease. may become perennial and 
resist all treatment measures other than 
surgery. 

Pain.—Pain is the outstanding complaint 
in almost every case. It is referred to as 
a “hunger pain” or an “empty feeling” with 
a desire for food and drink. When the 
ulcer is not complicated, the pain begins 
from two to four hours after meals. Food 
or alkalis will bring almost immediate 
relief. If obstruction develops, food ease 
is less marked, and in many of the per- 
ennial cases food will not afford relief. 


In an experience with more than 1000 
cases, Ralph C. Brown? found no patient 
without some degree of hunger pain. Fifty- 
one per cent described the sensation as 
actual pain, while 49 per cent were content 
to call it distress. In all his cases the 
symptom was invariably relieved by food 
or alkalis. With rare exceptions, it was 
epigastric and sharply localized. Our 
observations in a series of 574 cases have 
been almost identical with those of Brown. 

Although this symptom of food relief 
appears to be universal in duodenal ulcer, 
it is not a feature of that condition alone. 
Higgins? had a number of cases of chronic 
cholecystitis and chronic appendicitis in 
which pain was relieved by food. 

Just what produces hunger pain is not 
clearly understood. Neither hyperchlorhy- 
dria nor hyperperistalsis are necessary con- 
ditions, although they are usually present. 
It seems probable that the inflammation 
around the ulcer lowers the threshold for 
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painful stimuli in the nerve endings in the 
mucosa of the stomach and duodenum, so 
that any of various factors, as local spasm 
around the ulcer, excessive acid, acid cor- 
rosion, or even normal peristalsis, is able 
to induce pain. Akerlund‘ believes that 
spasm of the bulb is a cause. It would ap- 
pear, therefore, that any factor which 
brings about pylorospasm can be the re- 
sponsible agent. It is well known that the 
normal mucous membrane of the bowel is 
insensitive to clamping or cutting, but be- 
comes sensitive when congested or edema- 
tous. Congestion follows pylorospasm. 
Pylorospasm can result from irritation any- 
where in the peritoneal cavity. This would 
explain the hunger pain noted in appendi- 
citis and cholecystitis. In the latter, the 
tug of an adherent gall bladder on the duo- 
denum, which has a limited range of mo- 
tion, could likewise give rise to duodenal 
irritation, with consequent pylorospasm. 
Adhesions were present in all cases of 
cholecystitis with hunger pain in Higgins’ 
series, as well as in many of ours. 

Hemorrhage—Hemorrhage is another 
important clinical symptom of ulcer and in- 
dicates that the ulcer is active. It occurred 
in 25.2 per cent of our cases. A sudden, 
massive hemorrhage may be the first symp- 
tom observed in certain cases. In others, 
there may be a slight seepage, which ap- 
pears as occult blood in the stools. With 
the latter type, a secondary anemia may be 
the sign which leads to discovery of ulcer. 
The hemorrhage from a duodenal ulcer is 
more likely to appear as an intestinal than 
as a gastric hemorrhage. The presence of 
the pyloric sphincter determines by which 
route the blood shall escape in the majority 
of cases. 

Gastric Distress—In a small group of 
ulcer patients the only definite gastric 
symptoms may be discomfort in the abdo- 
men, occasional diarrhea accompanied by 
loss of appetite, weight and strength, gase- 
ous eructation, water brash or heart burn, 
and nausea with occasional vomiting. The 
diagnosis may be unsuspected until the le- 
sion is found by the roentgenologist. 


Excessive hydrochloric acid does not al- 
ways explain these symptoms. They may 
be caused by reverse peristalsis, which 
brings the normal secretion to a part of the 
stomach where it is not normally found and 
which is not physiologically adapted to its 
presence. Irritation about the pylorus has 
the effect of speeding up the rate of con- 
tractions in the pyloric end of the greater 
curvature, where they are normally slow. 
The change in the relative speed of contrac- 
tions in this portion of the stomach can in- 
terfere with peristalsis to the extent of 
reversing the current and inducing regurgi- 
tation into the esophagus. The same reflex, 
with identical manifestations, may be pro- 
duced by any irritation which brings about 
pylorospasm, notably inflammation of the 
appendix. Ulcer of the duodenum should 
always be considered in the patient with 
recurring attacks of “indigestion”, but it 
must be borne in mind that this is only one 
of a number of diagnostic possibilities. 

Pylorospasm plays a prominent part in 
originating the clinical symptoms, as well 
as the roentgenologic picture of ulcer of the 
duodenum. Lahey® designates pylorospasm 
as the most undesirable single factor asso- 
ciated with either duodenal or gastric ulcer. 
Hyprperistalsis, excessive gastric secretion, 
and hyperacidity are all probably dependent 
on spasm of the pylorus, and any method of 
treatment which offers the best prospects 
of relief includes preeminently measures 
which will obviate pylorospasm. In reality, 
both medical and surgical treatment accom- 
plish the same result: the relief of pyloro- 
spasm. 

EXAMINATION 

Physical Examination.—In the diagnosis 
of uncomplicated duodenal ulcer the physi- 
cal examination has little value. It may 
reveal possible foci of infection in the teeth 
and tonsils and certain infections about the 
anus and rectum, which may be regarded 
as etiologic factors. A localized tenderness 
in the right lower quadrant may indicate 
chronic appendicitis, long recognized as a 
possible cause of ulcer. As a rule, when 
the ulcer is quiescent, no tenderness is 
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elicited over the region of the duodenum. 
When it is active, a small area of tender- 
ness often may be found a little below the 
costal margin near the median line, cor- 
responding to the location of the duodenum. 
If there is a protected perforation and 
localized edema, a mass is sometimes pal- 
pable. 

Gastric Analysis.—Gastric analysis, al- 
though relatively unimportant, should be 
made routinely when not contra-indicated 
by some acute condition. According to 
Sippy,® hyperacidity is present in about 50 
per cent of ulcer patients. In Moynihan’s! 
experience it is found in the majority of 
cases. Ulcer, however, may develop when 
hydrochloric acid is absent. 


Roentgenologic Examination.—The final 
diagnosis of duodenal ulcer should depend 
chiefly on the findings in the roentgenologic 
examination. The presence of a true ulcer 
in the duodenal cap gives rise to certain 
well known and definite types of deformity. 
With the exception of the niche, which 
appears as the ulcer crater on the screen 
or in the roentgenogram, these deformities 
represent changes resulting indirectly from 
the ulcer. Identical changes may result, 
however, from other pathologic conditions 
outside the stomach and duodenum. 

There is a difference of opinion as to the 
frequency with which the niche can be dem- 
onstrated in duodenal ulcer, and hence as to 
its importance in diagnosis. Akerlund‘ 
states that the duodenal niche occurs as 
often and has the same significance as a 
similar niche in gastric ulcer. Duval, Roux, 
and Béclére’ hold that, under proper tech- 
nic, the niche may be visualized in every 
case. Few authors can be so dogmatic in 
this observation 


The niche in duodenal ulcer differs in 
some points from that in ulcer of the stom- 
ach. Its borders are more irregular, and 
neither a fluid level nor a bubble of air 
need be present. Niches may be located on 
both curvatures of the bulb and on the py- 
loric border, but by far the most common 
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site is the lesser curvature. Its appearance 
is that of a bud growing out from the out- 
line of the curvature or a suspended spot 
near the center of the bulb. It can be pro- 
duced in all the anatomic stages of the 
ulcer: in the perforated, the closed, the in- 
durated, the parietal ulcer whether indur- 
ated or not, and in the cicatrices recovered 
by mucosa. The roentgenogram cannot, as 
a rule, show the anatomic degree of the 
ulceration evidenced by the niche. 


A typical deformity often found with the 
niche is retraction of the lesser curvature 
of the bulb. This is a straightening out of 
the normally convex outline until it becomes 
rectilinear, or even concave. A number of 
explanations of this phenomenon have been 
offered, one being infiltration of the wall 
around the ulcer. This would account for 
the fact that if it appears in one film, it 
appears in all, even those taken after an 


interval. Its diagnostic value is apprecia- 
ble. 


Opposite the ulcer may be found an in- 
cisura, which corresponds to a similar de- 
formity seen in gastric ulcer. If the incis- 
ura is not permanent, but changing from 
day to day, at operation nothing may be 
seen locally to account for the deformity. 
The condition may be caused by spasm 
secondary to an extrinsic lesion, as is fre- 
quently seen in cholecystitis and appendi- 
citis. Spasm of the duodenum as an 
accompaniment of ulcer probably explains 
the intermittency and intensity of those 
symptoms considered characteristic of the 
disease. 

In the presence of duodenal ulcer the 
roentgenologist may note hyperperistalsis 
with paradoxical retention in an otherwise 
normal stomach. This sign, which is val- 
uable in the diagnosis, usually can be ob- 
served at a comparatively early stage of 
the disease. 

In our clinic, an examination by a com- 
petent roentgenologist is regarded as indis- 
pensable in the completed diagnosis of 
duodenal ulcer. 


TREATMENT 

There is probably a wider divergence of 
opinion regarding the treatment of duo- 
denal ulcer than of any other pathologic 
condition in the entire body. What the 
patient with duodenal ulcer would like to 
know, and has a right to know, is: What 
type of treatment will entail the smallest 
risk to his life, will restore him to health 
within a reasonable length of time, and will 
give him the best prospect of remaining 
well under ordinary dietary and working 
conditions? Fortunately, it may be stated 
definitely that physicians and surgeons are 
approaching agreement on this subject. 
They are beginning to realize that for the 
best results they must cooperate closely and 
cordially, to the end that all ulcers which 
offer good prospects of cure by medical 
methods shall receive medical treatment, 
and those which do not heal after a suffi- 
cient but not over-prolonged trial of medi- 
cal management, as well as those that 
develop complications, shall have the bene- 
fit of prompt surgery. Ulcer of the duo- 
denum should no longer be a field of rivalry 
for internist and surgeon. It should be 
understood that, in a sense, operation is an 
interlude in the course of medical treat- 
ment. Except in the face of such an emer- 
gency as perforation, the surgical ulcer 
patient should be prepared for operation by 
medical treatment, and in all cases pro- 
longed medical management should follow 
operation. It would be a grave mistake to 
allow the patient to suppose operation ab- 
solved him at one stroke from the dietary 
regime and other restrictions which consti- 
tute successful treatment. Most surgical 
failures in ulcer are the result, Sullivan® 
believes, of inadequate postoperative 
therapy. 

In this country and in England the opin- 
ion now prevails that every uncomplicated 
ulcer should first be treated medically and 
should come to surgery only when medicine 
has proved a failure. This trial must not 
be haphazard or half-hearted. The patient 
must be made to regard it as seriously as 
operation and must carry it out diligently 
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and exactly as directed. Moynihan® con- 
fesses to a leaning toward medical manage- 
ment rather than surgery, but insists that 
medical treatment of ulcer is “beyond all 
reckoning more dangerous than surgical 
treatment,” and that it can be made a safe 
substitute for surgery in a greater number 
of cases only as general practitioners and 
physicians realize the need of conscientious 
and persistent treatment. But conservative 
measures should not be continued after it 
has become clear that the ulcer is not re- 
sponding. It is not enough to hold symp- 
toms in abeyance. If the ulcer fails to heal 
firmly after a reasonable period, operation 
presents the safer course; otherwise, the 
patient remains in constant danger. 

Surgical Procedures. — Gastro-enterost- 
omy was the classic surgical procedure for 
ulcer of the duodenum for many years. It 
retains that position today in America and 
England, but on the continent of Europe, 
especially in Austrian and German clinics, 
it has been for the most part superseded by 
partial gastrectomy. In New York City, a 
group of surgeons centered around Mt. 
Sinai Hospital are likewise strong advo- 
cates of the newer and more radical method. 

In a certain group of cases pyloroplasty 
offers several advantages and is preferable 
to any other procedure. 

It is being pointed out that gastro-enter- 
ostomy should not be performed without the 
actual demonstration of an ulcer. Moyni- 
han,' among others, insists that the ulcer 
be attacked directly; unless this is done the 
procedure is inadequate and likely to give 
dissatisfaction. Other surgeons, however, 
believe that an ulcer in the duodenum may 
safely be left undisturbed and that it will 
heal if spared contact with the acid chyme. 
If there is no obstruction at the pylorus, 
experience has shown that the greater part 
of the stomach contents will leave by way 
of the pylorus rather than by the gastro- 
enterostomy stoma and that the ulcer will 
not be spared this contact after all. This 
difficulty may be overcome by temporarily 
ligating the pylorus, being careful not to 
cut off the blood supply, in order to give 
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the ulcer time to heal. Permanent occlu- 
sion by division of the pylorus has not ful- 
filled expectations as a routine adjunct to 
gastro-enterostomy. In the presence of 
marked obstruction, a simple posterior gas- 
tro-enterostomy leaves little to be desired; 
complications are few and the end result 
most gratifying. 

In a selected group of cases, the opera- 
tion of pyloroplasty is rapidly gaining pref- 
erence over gastro-enterostomy. This is 
especially true in those in which the duo- 
denum can be mobilized. By pyloroplasty 
one is able to make a direct attack on the 
ulcer, overcome pylorospasm, effect better 
drainage and inter-change of acid and al- 
kali secretions, and maintain normal anat- 
omic and physiologic relations. The inci- 
denze of gastro-jejunal ulcers is obviated 
and recurrences are few. The risk is prob- 
ably less than the risk of gastro-enterosto- 
my. When the ulcer is sufficiently near the 
pylorus to be included in the incision, pylo- 
roplasty is the method of choice, in Fin- 
ney’s® opinion. Lahey® believes that pylo- 
roplasty with partial excision of the pyloric 
sphincter offers the most hope for the fu- 
ture in the surgery of duodenal ulcer. 
Judd’s!® operation consists of removal of 
the ulcer and a large anterior portion of 
the pyloric sphincter, with suture of the 
stomach and duodenum transversely to the 
long axis of the lumen. This method, he 
states, is applicable in about 50 per cent of 
cases. Simple excision of the ulcer without 
any supplementary procedure is not so sat- 
isfactory, as it is not designed to relieve 
pylorospasm and effect better drainage. 
Horsley’s!! pyloroplasty is satisfactory in 
the majority of cases. 

In the radical operation for duodenal 
ulcer a large part of the stomach and the 
ulcer-bearing portion of the duodenum are 
resected. If resection of the duodenum ap- 
pears too dangerous because of the risk of 
injury to the pancreas or biliary tract, as, 
for example, when an ulcer has penetrated 
the pancreas and involves the common bile 
duct in callus infiltration, the pylorus is 
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excluded by section through the antrum of 
the stomach and closure of the distal por- 
tion, after the manner of Devine. 

Burke!’ states that in Vienna the most 
popular type of operation is the Billroth II. 
When conditions are favorable, the Billroth 
I is used and the normal physiology is not 
disturbed. Von Haberer is perhaps the most 
active and eminent supporter of partial 
gastrectomy for duodenal ulcer. In his 
clinic it is the routine surgical treatment. 
Among his 2310 cases of gastric resection, 
Billroth I was used in 1273 and Billroth II 
in 705 cases. Finsterer! believes the best 
end results are obtained by extensive re- 
section. In the operation which he recom- 
mends, the line of separation of the stomach 
lies in the line of the direct continuation of 
the esophagus. The anastomosis is between 
the resected border of the stomach and the 
first jejunal loop is about 10 cm. in width. 
He states that this has a distinct advantage 
over anastomosis of the whole width of the 
stomach in that retrograde filling of the 
afferent loop of the duodenum is obviated. 
In Finsterer’s clinic, gastro-enterostomy for 
gastric or duodenal] ulcer has been practi- 
cally abandoned. 

Finsterer believes removal of the an- 
trum, which represents the motor of the 
secretory apparatus, and the pars media 
of the stomach, in which the hydrochloric 
acid is secreted, permanently lowers gastric 
acidity, so that chyme can be received with 
impunity on the jejunal mucosa. On this 
ground, resection of the stomach for duo- 
denal ulcer is generally advocated. Time 
has shown, however, that the operation does 
not always prevent jejunal ulcer, but great- 
ly reduces its incidence. Berg,!® in New 
York, and Konjetzny,'* in Germany, do not 
consider that the operation relies for suc- 
cess on anacidity, but emphasize its effect 
in eliminating gastritis. 

It is now becoming generally believed 
that there is a marked difference, pathol- 
ogically, in the conditions found in Euro- 
pean clinics and those found in our own 
country. Multiple ulcers and an associated 
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gastritis are the rule among the Germans, 
whereas they are the exception in America. 
A simple gastro-enterostomy will not cure 
a duodenal] ulcer with an associated gastri- 
tis. It is probable that for this reason the 
Germans are practicing radical resection 
in the majority of cases, and rightly so. 


Much of the enthusiasm for gastrectomy 
appears to be in the nature of a revolt 
against the poor late results too often ob- 
tained after gastro-enterostomy. The fu- 
ture choice between these two operations 
as standard procedures for duodenal ulcer 
must rest largely on a comparison of exist- 
ing disease and mortality rate. The 
figures given for different clinics vary so 
widely that it would appear the time has 
not yet come when a final choice can be 
made. In certain European clinics a defi- 
nitely lower mortality rate is claimed for 
resection than for’ gastro-enterostomy. 
Denk!’ gives the mortality for simple gas- 
tro-enterostomy as 5.5 per cent and that 
for resection as 3.9 per cent. Berg,!5 in this 
country, reports an operative mortality of 
6.9 per cent after primary gastric resection, 
by which he means those cases in which no 
previous major operation was done, and 
20.9 per cent when there was such an oper- 
ation in the past. The difference is ascribed 
to the presence of adhesions. It may well 
be that finally gastro-enterostomy or pylo- 
roplasty will come to be regarded as the 
better method, but it is doubtful that gas- 
trectomy will be abandoned altogether. 
Such is the way of progress when sincerity 
and intelligence are found in both ranks. 


The experience of the operator with the 
operation which he is performing is an im- 
portant factor in mortality. Gastric resec- 
tion is more difficult and its safe perform- 
ance requires a larger experience than is 
the case with gastro-enterostomy or pylo- 
roplasty. Sullivan® brings out clearly this 
point. Gastro-enterostomy by an expert 
who performs it hundreds of times a year 
carries about 2 per cent mortality, but with 
the average good surgeon the rate is be- 
tween 6 and 9 per cent. Partial gastrectomy 
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in the hands of a few may show a mortality 
of only 5 per cent; in the hands of the un- 
trained it may rise as high as 10 to 45 per 
cent, 

Considering the type of pathologic condi- 
tions we see in this country, I believe some 
suitable method of pyloroplasty, or a simple 
gastro-enterostomy when indicated, is still 
the method of choice in duodenal ulcer. 

Complications.—The complications of ul- 
cer which may occur in the course of med- 
ical treatment and require operation are 
hemorrhage, perforation, and obstruction. 


Operation during active hemorrhage car- 
ries a very high mortality. With rare excep- 
tions, surgery should be postponed until 
bleeding has stopped and the patient has 
been fortified to withstand laparotomy. A 
single massive hemorrhage is not an indi- 
cation for operation, but repeated large 
hemorrhages or the seepage of blood which 
cannot be controlled by medical treatment 
call for surgical intervention. In such cases 
the ulcer must be excised or destroyed by 
cautery, the vessels must be ligated, and 
the ulcer enfolded and sutured. Gastro- 
enterostomy, therefore is not sufficient for a 
bleeding ulcer. 

Prompt surgery is always indicated in 
perforation. The mortality increases in 
almost direct ratio to the number of hours 
which elapse between rupture and opera- 
tion. The first consideration is stoppage 
of the leak. This is a life-saving measure. 
Further procedure will depend on the con- 
dition of the lesion and on the patient’s 
general state. If the operation is done with- 
in the first six hours, I have closed the ulcer, 
done a gastro-enterostomy, and closed the 
abdomen without drainage in most cases, 
with good results. 

The origin of pyloric or duodenal obstruc- 
tion will determine the necessity for opera- 
tion. If spasm, edema, or congestion are 
factors, surgery is not required; the ob- 
struction yields readily to medical measures 
in the majority of these conditions. In the 
presence of cicatricial deformity, however, 
operation is indicated. Sullivan® says that 
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the brightest spot in the therapy of ulcer 
is the treatment of true pyloric obstruction 
from duodenal ulcer by gastro-enterostomy. 
Ninety per cent of good late results are 
obtained. 
RESUME OF OUR EXPERIENCE 

In our series of 574 cases, 435 or 67.5 
per cent of the patients were treated medi- 
cally, and 139 or 22.5 per cent had opera- 
tions. A simple gastro-enterostomy was 
performed in 103 and pyloroplasty in 33. 
The Judd type was employed in 24, the 
Horsley in 7, and the Heineke-Mikulicz in 
2. Gastro-jejunal ulcer occurred in about 
3 per cent of the gastro-enterostomy cases. 
There were no untoward complications in 
the pyloroplasty group. When conditions 
permit, we now do some type of pyloroplas- 
ty, preferably the Judd. Gastro-enterost- 
omy is the method of choice when pylorop- 
lasty is not possible; it is also used in all 
obstruction cases. Primary resection was 
not done in any case, as there was no asso- 
ciated severe gastritis which called for the 
more formidable operation. 
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GUNSHOT WOUNDS OF THE 
ABDOMEN.* 
R. W. SMITH, M. D., 
CANTON, Miss. 

Emergency surgery of the abdomen con- 
stitutes one of the most interesting chap- 
ters in the experience of those doing 
general surgery. The history, signs and 
symptoms of abdominal trauma are often 
perplexing, and we have difficulty in ar- 
riving at an exact diagnosis; the treatment 
and prognosis not infrequently predispose 
to grave concern and perhaps sleepless 
nights. 

Of particular significance are those 
penetrating wounds of the abdomen caused 
by missiles projected by gunpowder. They 
have been of interest to medical men, pos- 
sibly since the discovery of gunpowder by 
the Chinese centuries ago. Although gun- 
powder was introduced into Europe by the 
Moors in the 14th century, it was not until 
the 16th century that we find any record 
of its common use in warfare. One can 
only surmise as to the mortality resulting 
from abdominal wounds inflicted by the 
primitive firearms of those days. Even 
during our own Revolutionary War there 
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is scant information of the mortality of 
abdominal wounds inflicted by bullets fired 
by red coated soldiers or painted Indians; 
it was probably approximately 95 per cent. 
Concerning later wars we have more ac- 
curate data. During the Civil War, Loria? 
quoting Lagrade, places the mortality at 
90 per cent; in the Franco-German War it 
was 69 per cent; 67.1 per cent in the 
Spanish American War; and 53.9 per cent 
among 1200 cases in the British Expedi- 
tionary Forces during the World War. This 
shows that the mortality in military prac- 
tice has steadily decreased. Generally 
speaking, the mortality in civil practice is 
somewhat lower than that in warfare. This 
is to be expected, since in civil practice we 
do not ordinarily encounter wounds made 
by large size missiles and projected by such 
a great velocity; also the time factor and 
degree of exposure are not so great. Mor- 
tality percentages in civil practice vary 
from 30 per cent quoted by McGuire’ in 
1920, 35 per cent by Willis‘ in 1931, to 60.7 
per cent in the New Orleans Charity Hos- 
pital during 1925-1926. 

Whether in military or civil practice these 
injuries make up an interesting and most 
important surgical problem, and such a 
group of cases with at best a tremendously 
high mortality, should demand our earnest 
consideration as to the cause and preven- 
tion of such a serious loss of life. It is not 
my intention or purpose to advocate any 
new method of medical or surgica! treat- 
ment, but chiefly to call attention to this 
rapidly growing number of injuries, and 
to discuss some of the more recent ad- 
vances in diagnosis and treatment of these 


serious cases. 
DIAGNOSIS 


Diagnosis in this group of cases consists 
of more than the mere knowledge that the 
patient is the victim of a gunshot wound. 
We should have an idea of what viscera are 
likely injured, and the probable extent of 
such injury, before attempting surgical 
treatment. Very important in arriving at 
such a diagnosis is the elicitation of a care- 
ful history. The type of firearm used 


should be known—whether pistol, rifle or 
shotgun. The calibre of the bullet is of 
importance, for certainly we should expect 
more damage from a .38 or .44 than from 
a .22. The character of the missile will 
give much information; a wound resulting 
from a soft lead missile will differ materi- 
ally from that caused by the penetration 
with greater velocity of a steel or brass 
jacketed one. Lead tends to spread when it 
strikes, and especially if bony parts are in- 
volved in the injury, we would expect to find 
a larger gaping wound similar to, though 
perhaps less extensive than, that caused by 
a soft dum-dum bullet. Damage to bone 
will probably not be as severe when in- 
flicted by a lead bullet as when struck by a 
steel jacketed one; conversely we may ex- 
pect more damage to soft structures by a 
lead bullet. The distance from which the 
shot was fired is of no little significance. 
Generally speaking, the penetrating power 
of a pistol shot is greater at close range 
and that of a rifle bullet greater when fired 
from some distance away. Shotgun wounds 
resulting from small sized shot may be of 
little significance when fired from a dis- 
tance. The position of the one firing the 
gun in relation to the patient at the time 
of the accident is also valuab!'e information. 


In examining the patient, note the size 
of the wound of entrance.. The probable 
direction taken by the missle can also be 
judged. There may be a wound of exit, 
and in such cases much information as to 
what viscera are likely injured can be de- 
termined by passing an imaginary line 
through these wounds. In case there is no 
wound of exit, grooving of the skin, as 
pointed out by Connors,! will give impor- 
tant information concerning the direction 
taken by the bullet. If it is plain on 
examination that bony structures are in- 
volved, then any accurate idea as to the 
bullets course is confusing, and one should 
resort to fluoroscopic or roentgen ray ex- 
amination. Even then it is difficult or 
impossible to determine the course taken 
by a wandering bullet. 
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Evidence of shock or hemorrhage, or 
both, should be noted. Most of these 
patients are considerably shocked, and this 
condition may mask or confuse one of 
hemorrhage. I believe that this is a lead- 
ing contributing factor to many deaths, 
because a shocked patient is always a poor 
operative risk, while on the other hand, a 
bleeding patient should have operative in- 
tervention at the earliest possible moment. 
Loria? has shown that 70 per cent of those 
patients operated upon during the first 
hour died, while of those operated upon 
after the second hour 48 per cent died. It 
is therefore clear that there is a distinct 
advantage in treating the patient’s shock 
or allowing sufficient time for favorable 
reaction to take place. I believe it is the 
better policy to give him this chance than 
to perform laparotomy too hastily on the 
mere suspicion of hemorrhage. Blood and 
pulse pressure determinations before and 
after transfusion or other intravenous 
fluids will frequently differentiate between 
shock and hemorrhage, and often indicate 
the way to sound surgical judgment. 

TREATMENT 

I believe that every patient with a gun- 
shot wound of the abdomen is entitled to 
the benefits that might be derived from 
operative intervention. In this belief I do 
not stand alone. The question is, when to 
operate. It is often easy to err. Let me 
illustrate with two cases recently observed 
in my own practice. The first was a man, 
aged 22 years, with splendidly developed 
abdominal muscles, who was shot in the 
abdomen at close range with a .32 calibre 
pistol. On examination I found a small 
wound of entrance at the level of the um- 
bilicus and slightly to the left. He com- 
plained of severe pain in the abdomen. 
There was no evidence of shock, nor was 
there any nausea or vomiting. His tem- 
perature, pulse and respiration were nor- 
mal. There was abdominal tenderness but 
no marked rigidity. In view of his history 
and the location of the wound, I decided to 
open the abdomen. Under ether anesthesia 
a left rectus incision was made through the 


wound. The bullet was found lying on the 
peritoneum and had not entered the ab- 
dominal cavity. The peritoneum was, of 
course, not opened, and he made an un- 
eventful recovery. The second case was 
that of an eleven year old boy who was 
shot in the abdomen by one of his play- 
mates with a toy “blank cartridge’”’ pistol. 
Unfortunately a .22 short cartridge had 
been placed in the “toy” instead of the 
usual blank. He was a well muscled lad 
apparently in good condition and com- 
plained of no pain of any consequence. 
There was no sign of shock or hemorrhage; 
temperature, 98.4°F.; pulse, 90; and res- 
piration, 20. On examination I found a 
wound of entrance just above and to the 
left of the umbilicus. There was very 
little tenderness and no rigidity on deep 
pressure. There was not much evidence 
that the bullet had entered the abdomen, 
yet due to the possibility of its having done 
so and to the boy’s generally good condi- 
tion, I decided to explore. Under ether 
anesthesia a midline incision was made; 
free blood was found in the peritoneal cav- 
ity which was coming from a punctured 
bleeding wound in the mesentery, this was 
ligated with no resulting discoloration of 
the bowel; punctured wounds were found 
in the first portion of the jejunum and in 
the transverse colon. These were repaired 
in the usual manner, the abdomen drained 
and closed. He reacted from the operation 
nicely and for several hours was in fair 
condition. He soon developed profound 
shock, however, from which he died about 
the twelfth hour post-operatively. In the 
first case there was every reason to suspect 
that a .32 calibre bullet fired at close range 
would have entered the abdominal cavity; 
whereas in the second case a .22 calibre 
short bullet fired from a toy pistol without 
rifling would hardly be suspected of 
penetrating the muscles, particularly so in 
the absence of symptoms. 

Shock should be combatted with the 
usual therapeutic medication, blood trans- 
fusion, and, in the absence of a donor, glu- 
cose intravenously. I would particularly 
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stress the importance of keeping the patient 
warm by the use of blankets, hot water 
bottles or electric pads. This should be 
maintained not only until the patient has 
reacted from the shock, but also during 
the course of the operation. Obvious 
hemorrhage demands immediate operative 
control as stated above. 

Assuming the patient has reacted from 
shock sufficiently to justify operative 
measures, the abdomen is then opened 
through an incision long enough to permit 
thorough exploration. Of injuries to the 
hollow viscera those to the stomach and 
small bowel are the least dangerous. They, 
of course, demand suture and in the case 
of the small bowel, a judicious use of the 
omentum. Large lacerating injuries may 
require resection. Injuries to the mesen- 
tery may be quite serious by cutting cff the 
blood supply to a particular segment of 
gut. Such a condition may also require 
resection. On the other hand injuries to 
the colon with resulting soiling of the peri- 
toneum by its contents—always rich in bac- 
terial flora of a virulent character—usu- 
ally result in a widespread fulminating 
peritonitis from which few patients sur- 
vive. In perforation of the spleen with 
free hemorrhage, it is probably better to 
perform splenectomy. Hemorrhage from 
the liver often arrests itself spontaneously, 
but may require a small packing to control. 
Perforation of the pancreas is a serious 
complication and calls for free drainage as 
the escape of pancreatic secretion into the 
abdominal cavity may cause necrosis of the 
abdominal contents with loss of life. Drain- 
age is indicated in all cases except possibly 
those where the stomach is injured; even in 
these I see not objection to placing a small 
drain in the lower pole of the incision and 
leaving it in place for 24 to 48 hours. Te- 
tanus antitoxin should be given in all cases. 

Postoperatively it is important that the 
patient be placed in the Fowler position, 
kept warm, fluids forced by proctoclysis, 
hypodermoclysis or intravenously. Blood 
transfusion should be given as _ needed. 
Morphine is administered in sufficient 


quantities to keep the patient comfortable. 
If there is evidence of gastric distention, 
then gastric lavage should be done, and if 
this persists it is wise to place a Jutte tube 
through the nares into the stomach. En- 
erostomy and hyperotonic saline intraven- 
ously are indicated if there is evidence of 
obstruction. 
CONCLUSIONS 

1. Gunshot wounds of the abdomen con- 
stitute a serious surgical problem. The 
mortality rate is high under the most favor- 
able circumstances. These cases should de- 
mand our most careful attention. 


2. The elicitation of a careful history 
and a thorough examination are all im- 
portant. Roentgen ray and fluoroscopic 
examinations have definite indications. 


3. Treatment of shock is probably the 
first prerequisite in the successful outcome 
of these patients. 


4. Every case of gunshot wound of the 
abdomen is entitled to exploratory laparo- 
tomy. 

5. Postoperatively it is necessary that 
the patient be kept warm and fluids forced. 
Complications should be anticipated and 
handled promptly as they arise. 
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DISCUSSION 

Dr. L. C. Feemsier, Jr. (Tupelo): I have en- 
joyed the paper very much, but there is not 
much left to discuss. A few points that Dr. Smith 
did not have time to bring out I might mention. 

He brought out the occurrence of this type of 
injury. Of course most of the advances have 
probably been made during periods of war. Fol- 
lowing the Boer War the conclusion was drawn 
by most surgeons, from the experience of the 
war surgeons, that gunshot wounds of the abdo- 
men should be treated conservatively, exploring 
very few. This was tried out at the outset of 
the World War, but the mortality was so high 
that it was quickly changed. As to gunshot wounds 
of the abdomen in civil practice, a large percent- 
age are certainly of the type of patient that we 
know the prime object is to get them well, and 
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we do like to get them out of the hospital as 
soon as possible. 

In the care of the wound should be mentioned 
cleansing the wound, doing a debridement, and 
any necessary repair of the external wound. 

The importance of early surgery, not too early 
has been stressed by Dr. Smith, and is further 
emphasized by me. Shock should be overcome, 
and then not wait much longer. The statistics 
prove that after the first 24 hours, unless the 
patient has died from hemorrhage, the mortality 
from gunshot wound of the abdomen is much 
higher than where surgery is done before that 
time. 

Some of these wounds do very little damage 
to the abdominal wall. However, some of them, 
if the gun is in close proximity to the abdominal 
wall, do much damage from concussion. Two 
cases I have had in the last few months have been 
interesting. The first was a rather obese negro 
woman. The pistol had been fired close to the 
abdomen and there was marked powder burn, 
the fascia being taken off clean. In dealing with 
this an incision was made through the puncture 
wound and repair made inside the abdomen. The 
wound externally was about 12x8. It was cleaned 
up as well as possible at the time and drainage 
put in at the lower angle of the incision. I was 
dressing that for two months. Three months 
ater I had a similar case in which I attempted to 
do a wide debridement, and also did lateral drain- 
age of the wound after the powder burn had been 
treated. In this case union ook place much 
quicker and the patient remained in the hospital 
a much shorter time. 

In these cases we should not only consider the 
external wound, but we must remember that the 
bullet may enter the body quite a distance from 
the abdomen and go down to the abdomen. In 
this type of wound where the bullet ricochets off 
the bony structure the roentgen ray will give us 
but little information. 

Especially in penetrating wounds coming from 
the back, and also in those entering from the 
front and lying retroperitoneally, I think it is 
rather important to make thorough cleansing not 
only of the abdomen as we explore, but of the 
exteral wound itself. About four or five years 
ago I saw a patient die after the abdomen had 
been closed. An autopsy was done and upon 
opening the abdomen everything looked fine. We 
the made an examiation of the posterior retro- 
peritoneum and found an acute inflammatory cel- 
lulitis had killed the patient. In one or two cases 
I have had where the bullet ricocheted into the 
abdomen. thorough drainage was made through 
the external wound in the back. 

As far as drainage of these cases is concerned, 
I think as a rule we probably drain more than is 
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necessary. How much harm that does, if any, is 
a question. Most of the wounds of the small 
bowel and stomach, except the lower colon, prob- 
ably can be closed without any drainage, if gotten 
within a reasonable time after the accident. 


I would like to stress the importance of making 
a wide incision in the abdomen to give you thor- 
ough exposure. The important thing is to find 
all the damage, then to diagnose the course of 
the bullet and the probably injured viscera in its 
course. These patients as a rule are in shock, 
and you have to make the initial incision where 
it will do the most good. To do this you must 
pay close attention to the course of the bullet. 


Dr. W. W. Crawford (Hattiesburg): The doc- 
tor has brought us a very important paper and 
has discussed it in a thoroughly satisfactory way. 
I do not want to take much time in elaborating 
what has been said, but I would like to say in 
passing that there has been a wide variety of 
observations made with reference to the statis- 
tics on gunshot wounds of the abdomen. It seems 
apparent that these statistics are based upon cer- 
tain fundamental facts that we cannot get away 
from, and when you take this into consideration 
you must realize that the man who seems to have 
done better than his colleague has had to deal 
with a different group of cases. The question 
of mortality in connection with these cases de- 
pends upon the time at which you get your pa- 
tient. It is readily recognized that unless the 
patient is operated on during the early hours after 
the infliction of the wound, the chance of reliev- 
ing him is very small, indeed. That is the first 
factor of safety. 

Second, I believe those who have had to do 
largely with the negro patients must recognize the 
fact that the peritoneum of the negro is much 
more resistant than that of the white individual. 

I shall never forget my first experience with a 
gunshot wound of the abdomen. It was in 1901, 
when as a young surgeon I did my first operation 
for this type of patient, a negro man with thirteen 
perforations in the intestines. Of course I did not 
expect him to get well, as almost all of them died 
in the hands of the best surgeons in the country 
in those days. Much to my surprise he recovered. 
After a few months’ time I had another patient, 
almost a replica of the President McKinley case 
of the same year. This negro also got well in 
spite of the fact that on the second day he got 
up and walked around the room. I am sure 
these two patients recovered, not because of any 
skillful surgery, because they were my initial 
cases; but they got well because they had a high 
degree of resistance. I think it is important 
therefore, to bear these two things in mind when 
we consider the statistics. 
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The essayist also brought out the point of doing 
an exploratory laparotomy in connection with 
these cases. He mentioned the fact that a reason- 
able percentage are in shock when you see them. 
On the contrary, my observation has been that a 
great many are not in shock if you get them soon 
after the injury. The pulse may be practically 
normal, certainly less than 100, there is good 
volume and no signs of shock, and you wonder if 
the patient can have had a perforation. It is 
just here that you may make a fatal error in 
waiting. On more than one occasion I have opened 
an abdomen like that and found a number of 
perforations involving not only the small but the 
large intestine. I think it should be a fixed rule 
on the part of the surgeon to do an exploration 
in every case of gunshot wound of the abdomen; 
that he should at least follow the bullet far enough 
to see whether it has penetrated the peritoneum. 
You cannot be governed by the position at which 
the bullet struck the individual. We know a great 
many times the bullet ricochets around and comes 
out at a place here you think the viscera has 
been perforated, and yet when you make the 
incision and investigate you find the peritoneum 
has not been perforated at all. The opposite may 
be true. You may have a wound that in your 
judgment did not penetrate because of its posi- 
tion. You must not forget the fact in this con- 
nection that very often when the patient is shot 
his body is in an abnormal position, and maybe 
what would ordinarily seem to be the direction 
of the bullet that would have avoided penetration, 
shows a penetrating wound. 

Now we come to the discussion of another 
group of cases. The doctor mentioned that in 
the Boer War they found a reasonable percentage 
of the cases when treated conservatively, got well. 
Of course we do not know how many of those 
cases really had penetrating wounds. We do 
know that there are several factors that may 
safeguard the patient. One would be the bac- 
terial flora of the bowel itself. Another would 
be the amount of peristalsis following the in- 
fliction of the wound. That is many times influ- 
enced by the emergency treatment given the pa- 
tient. I will never forget a patient found in my 
hospital a good many years ago when the Ameri- 
can Medical Association met in New Orleans. I 
came home and found a negro, in one of our 
wards, who gave this history: Three or four days 
prior he had been shot in the abdomen with an 
entire load of squirrel shot, at reasonably close 
range. He stated that an hour or two after being 
shot somebody had very graciously given him a 
bottle of laudanum, and he had taken the entire 
bottle—probably an ounce. That very firmly 
splinted his bowel. He was not having any sign 
of peritoniti when he arrived, therefore, we con- 
tinued the watchful waiting that was being ob- 


served at that time. He recovered. He passed 
quite a number of the shot through the bowel at 
different times, showing that the intestine had 
been perforated and the shot came through and 
dropped into the lumen of the bowel and were 
expelled that way. That case certainly furnishes 


“some food for thought. I feel that under certain 


circumstances conservatism is to be followed in 
some of these cases. I am not here to preach that 
gospel, however, but I think when the cases come 
early enough they should be given proper atten- 
tion. 

I must differ from the doctor who preceded me 
in the statement that we are ever warranted, in 
repair of perforation of the intestine, in closing 
the wound without instituting drainage. I may 
be old-fashioned, but I have been running a little 
hospital for 31 years and have seen quite a num- 
ber of these cases in which drainage was insti- 
tuted, and to this hour I have never regretted 
having followed that dictum in any case. I have 
no patience with the modern trend that says “Do 
not put in a drain and the patient will come out 
all right.” Certainly here is a place where drain- 
age is always indicated. 

These cases as a rule suffer a great deal of 
distress from gas in the intestines, and repair of 
the intestine is often jeopardized because of dis- 
tention of the bowel with gas. Bear in mind that 
it in entirely right and proper to place a small 
tube, in other words, do an enterostomy, in any 
case where there has been extensive soiling of 
the peritoneal cavity. If it is practical and the 
perforation is located in a satisfactory position, 
there is no objection to inserting a small tube 
through that perforation, thereby relieving the 
distress that is suffered in most of these case. That 
I think is always in order. 





TREATMENT OF LESIONS OF THE 
CERVIX.* 
V. B. PHILPOT, M. D., 
HousToN, MIss. 


Before discussing directly the subject 
of this paper it is probably well to review 
briefly the anatomy of the cervix. The 
cervix uteri is the lower portion of the 
uterus; it is more or less cylindrical in 
shape and about one inch in length. Its 
inferior end, tapering somewhat, enters 
the upper part of the vagina and is 
attached to the margin of the opening 
of the vaginal wall through which it 
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passes. The vaginal opening is called the 
external os, through which the cavity of 
the uterus communicates with the vagina. 
The front portion of the cervix which is 
thicker and slightly more rounded is called 
the anterior lip. The posterior portion, 
somewhat thinner and a little higher, is 
called the posterior lip. The mucous coat 
of the entire uterine cavity is covered with 
columnar ciliated epithelium dotted with 
simple tubular glands, which are also lined 
with epithelium, penetrating into the mus- 
cular coat. The cervical surface is not 
smooth but presents a number of peculiar 
disposed ridges called the plicae palmata 
and in addition to the unbranched tubular 
glands there are numerous branch glands. 

The difference of the histological anatomy 
between the endocervix and the endome- 
trium proper, together with the location 
and position of the cervix, accounts for the 
cervix being more predisposed to disease 
than the body of the uterus. There is 
probably no organ in the body afforded 
less protection than the external os. The 
numerous folds in the endocervix constitute 
a favorable soil for organisms. Further- 
more, the deeply penetrating raceamose 
glands do not rid themselves of infected 
material as readily as do the tubular 
glands of the endometrium. Any irri- 
tation of these glands produces a con- 
tinuous hypersecretion into the canal, and 
frequently the inflamed process causes a 
closure of the ducts and retention cysts or 
small abscesses result. Also, the internal 
os normally acts as an efficient barrier to 
all organisms except the gonococci. 

Lesions of the cervix are brought about 
in many ways. First of all, the gonococcus 
infection attacks the cervix primarily and 
is one of the few infections that extends 
beyond the internal os and even this infec- 
tion is carried to other parts of the female 
genitial organs and the endometrium is 
largely spared. The cervix is the first to 
become infected and is the last to be cured. 
The infection becomes more or less chronic 
and is invariably a mixed one, the staphy- 
lococci and streptococci predominating. 


The invasion of organisms may be the 
result of direct infection as for example,- 
the gonococcal infection which we have 
already mentioned, or some indirect infec- 
tions following injuries to the cervix, such 
as laceration accompanying child birth and 
abortions, instrumentation, or from the up- 
ward spread from diseases or inflammation 
of the vulva, or from the use of vaginal 
pessaries and too frequent use of vaginal 
douches. All these causes produce at first 
an acute cervicitis followed, as a rule, by 
chronic conditions. It is the treatment of 
the latter that we wish to deal with 
especially, in this paper. 

I might say in passing that it has been 
found by Fulkerson, Burns and others who 
have examined a large number of women, 
that approximately 33 1/3 per cent had 
chronic cervicitis in some form and that 
more than 75 per cent of these conditions 
occurred between the ages of 20 and 40 
years. 

We have then presenting for examination 
in chronic cervical troubles, first, lesions 
giving the appearance of small erosions or 
ulcerations but which in reality are de- 
nuded surfaces covered with epithelium; 
second, the eversion of the mucous mem- 
brane, obstruction of the glands of the 
cervix as mentioned above and unilateral, 
bilateral and stellate lacerations and not 
infrequently hyperplasia of the cervix 
which greatly increases its size. The 
diagnosis of the various lesions can easily 
be made on inspection except where the 
tissue is friable, bleeds freely and is easily 
broken down, in which event a test excision 
should be made and the excised tissue sub- 
jected to a microscopical examination. 

The subject of my paper is treatment of 
these lesions and I shall confine myself to 
the treatment of the sub-acute or chronic 
conditions, nearly all of which should be 
treated either with the thermo-cautery or 
some form of trachelorrhaphy or excisions 
ranging from a very simple one to complete 
amputation of the cervix. 

Going back to the anatomy of the cervix 
we must remember that a good portion of 
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the glands of the cervix are racemose in 
character and when infected it is usually 
necessary to destroy them either by the 
thermo-cautery or by excision. 

In the smaller erosions and lesser lacera- 
tions where no malignancy is present, we 
would recommend, first blocking the cervix 
with novocain by injections high up, then 
the cervix is dilated with graduated sounds 
and with a nasal cautery tip, longitudinal 
lines from the internal to the external os 
are made about 4 or 5 mm. in depth around 
the circumference of the cervix, being sure 
that all the Nabothian ovules are punctured. 
As a rule only one to four treatments of 
this kind is necessary to cure a great many 
of the lesions. 

Where we have a condition or laceration 
too extensive for the thermo-cautery to 
remedy, it becomes necessary to do one 
of the several trachelo-plastic operations 
recommended by various operators. 

The one advocated by Sturmdorf is to 
be recommended for lacerations associated 
with endocervicitis, and is especially recom- 
mended for women during the child bearing 
period, as this procedure, when properly 
carried out, allows the woman in the 
reproductive age to deliver herself spon- 
taneously. This operation is done by coning 
out the cervix from the external to the 
internal os, removing only the cervical 
mucosa and infected glands, the vaginal mu- 
cosa being brought down over the muscular 
layer and attached to the cervical mucosa 
by specially devised sutures. 

In the more extensive bilateral lacera- 
tions the Schroder operation is another one 
recommended, where we desire to save as 
much of the cervix as possible. This is 
done by widely separating the lips of the 
cervix and an incision is carried half 
through the cervix encircling the opening 
of the canal at the summit of the laceration. 
Below this incision the inner surface of each 
lip is removed to the junction of the vaginal 
and cervical mucous membrane at the site 
of the original os. The mucosa of the 
cervix is united to that of the vagina and 
the raw surface of each side sutured. 


For the still more extensive lacerations 
and hyperplasia of the cervix amputation 
of the cervix is the procedure of choice 
which is done by splitting the cervix into 
an interior and posterior lip and removing 
each lip with a double flap. This is com- 
monly known as the Montgomery operation. 

In all these operations it is of the 
utmost importance to suture the cervical 
mucosa to the vaginal mucosa to prevent 
entire closure of the opening by adhesions. 

Another benign condition of the cervix 
which is usually preceded by an endocer- 
vicitis is cervical polyp. This condition 
produces uterine bleeding and is easily 
diagnosed by inspection and palpation and 
occasionally has a tendency to become 
malignant. The treatment of course, is re- 
moval by amputating the pedicle or occa- 
sionally by high cervical amputation. 

I have not attempted in this paper to 
give any treatment of cervical malignancies 
as this is a broad subject within itself. I 
shall, however, again emphasize the great 
importance of careful examination of the 
cervix by inspection and where there is 
the least suspicion of a malignant con- 
dition, a section should be made, preferably 
with a cautery, and the excised portion 
examined by a pathologist. 

The medical profession has known and 
taught the public for many years the dan- 
gers of allowing infected tonsils to remain 
in any individual, and so well is the public 
generally educated to this fact that it is no 
longer necessary to insist on this form of 
focal infection being removed. But I am 
fearful that we have overlooked, to a cer- 
tain extent, the importance of careful 
examination of the female genitial organs 
and seeing to it that infected cervices, 
which are classified by some as the pelvic 
tonsils, are treated properly and this very 
frequent seat of focal infection remedied, 
and should a malignancy be present the 
necessary treatment given while the condi- 
tion is curable. 

I should like to again call your attention 
to the fact that in all probability one-third 
of the women of the child-bearing period 
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are suffering with some lesions of the 
cervix producing the aggravating symp- 
toms of leukorrhea accompanied by lumbo- 
sacral backache, occasionally menorrhagia 
or metorrhagia, constipation and frequently 
systemic symptoms will occur and vary in 
intensity with the extent of the disease. 
So it appears to us that there is no greater 
field for more careful examination and 
administering the proper treatment for the 
relief of these very common conditions, 
especially since a great number of them can 
be cured in any physician’s office. 
DISCUSSION 

Dr. M. L. Flynt (Newton): Dr. Philpot has 
brought us a very interesting and timely paper. 

One of the most prevalent conditions that con- 
fronts us today—not only the gynecologist but 
the general surgeon and the general practitioner 
aq well—is lesions of the cervix. We see them 
almost every day if we do our duty and examine 
our patients as we should. 

The infection, as Dr. Philpot has told us, orig- 
inates in the racemose glands of the cervix and 
ultimately terminates in Nabothian cysts, the en- 
largement of the cervix depending upon the num- 
ber of cysts formed. Many cases start in infancy, 
caused by diarrhea and the vulva being con- 
stantly plastered with foul fecal matter. In young 
girls of school age it may come from using un- 
sanitary toilets and institutional public bath tubs. 

The most frequent cause in adult life is lacera- 
tion of the cervix. A torn cervix is always con- 
sidered a diseased cervix, producing leucorrhea, 
the commonest disease known to womanhood, 
which condition is often kept active by the con- 
stant use of irritating chemical douches and the 
dirty douche pipe, or the dirty doctor’s probe in 
the office of examination. 

It is said that 40 per cent of primipara have 
lacerated cervices caused by expulsion of the 
fetus, the use of forceps, or manual or surgical 
dilatation. These lacerations should always be 
repaired, irrespective of the age of the patient or 
future pregnancy, as a prophylactic measure. 

As to treatment, the cautery is applicable in 
about 80 per cent of cases. Curettage is unscien- 
tific and positively harmful. 

Chronic endocervicitis, when accompanied by 
extensive tears of the cervix, is best treated by 
proper surgical procedure, the only method that 
promises a cure. The Sturmdorf operation is 
the operation of choice. 

In examination and treatment of lesions of the 
cervix we should always be on the lookout for 
malignancy, and a biopsy should be made in all 
suspicious cases. I have had three cases of can- 


cer of the cervix within the past few weeks that 
came to me for other conditions. . 

Dr. R. L. Sanders (Memphis): Your Chairman 
struck a worthwhile note when he said we are 
now in the throes of preventive surgery. I think 
if this meeting should close at this time, with 
this discussion of lesions of the cervix uteri, it 
would be well worth while. No subject is more 
important than that of the troublesome cervix, 
and the early recognition of the things Dr. Philpot 
has talked about are certainly in the line of pre- 
ventive surgery. 

As Dr. Darrington said, mechanical aids have 
been valuable in teaching us something about the 
upper urinary tract. The urologists have reason 
to be proud of their accomplishments. They are 
now able to see what is going on in the genito- 
urinary tract. Although we may not know more 
about the cause of the pathologic condition, we 
can see it and know what to do for it. The same 
thing is true of the cervix. Sims, when he took 
a long-handled spoon and put it in the vagina, 
pulling it down so he could see, went a long way 
toward solving the problem of treatment of the 
cervix uteri. Since then we have learned much 
about what to do: the possibilities and the 
dangers. I believe that is the secret of our treat- 
ment of the cervix; namely, a proper visualiza- 
tion. We must get acquainted with it, and a 
good speculum (the Graves’ type, especially) 
properly placed in the vagina, with the patient 
in the suitable position on the table, and with an 
electric light for illumination, enables us to say, 
“All right, cervix, I am looking at you, and what 
do I see?” I aways ask myself that question when 
looking into the vagina. 

After we have seen several thousand normal 
cervices, we begin to recognize the abnormal 
ones. In the abnormal ones what are we likely 
to see? First, cervicitis, probably accompanied 
by endocervicitis. The racemose glands harbor 
infection and tend to keep it active, producing 
erosions and ulceration. Next, Nabothian cysts. 
These are simply retention cysts, an evidence of 
infection in the racemose glands. Perhaps they 
harbor infection, although many of them do not 
give local symptoms. There may be a few cysts 
that might be lacerations of the types named 
by the essayist. Or there may be a chancre 
present, or, finally, cancer. These are the things 
we commonly see in the cervix under proper 
vision. 

After a careful visualization to determine the 
condition present, the most important point is a 
decision as to the best remedy for a benign con- 
dition of the cervix to prevent surgery and to 
forestall cancer. I believe the Doctor has an- 
swered the question. For simple erosion, cervi- 
citis and endocervicitis, and eliminating the acute 
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conditions. there is nothing so advantageous as 
the simple application of the cautery. In my 
experience with this treatment, such lesions will 
get well and stay well. If there are lacerations, 
they should be repaired fairly early, not waiting 
until the child-bearing period is past. In my 
experience, irreparable damage is done in many 
cases by such a long wait. Much of the “back- 
wash” of obstetrics is seen by the gynecologist 
and general surgeon, and I believe laceration of 
the cervix is one of the most common conditions 
found. Amputation of the cervix is often neces- 
sary to effect a cure. 

Finally, let me urge that we get acquainted 
with the cervix. It is surprising how often this 
is not done. A short time ago a woman came 
to my office for examination and I used the 
speculum with a light attached. I told her she 
should see her physician. She came back later, 
saying, “I want you to look at me again.” I asked 
her why she had not gone to her own physician, 
and she said he had no light. It is astonishing 
how frequently we do not get acquainted with the 
cervix by using proper illumination. 

Dr. V. B. Philpot (closing): I wish to thank 
Dr. Flynt and Dr. Sanders for their full discus- 
sion of this paper. 

I noticed in Graves’ report of 5,000 repair 
operations on the cervix collected by him which 
had been followed up, there were only four cases 
of malignancy following and in two of these, the 
repairs were not done properly, which shows that 
proper repairs of a lacerated cervix is the great- 
est preventive treatment of cancer of this organ. 

Speaking of early operation for repair, I do 
not believe that it is generally conceded very good 
surgery to attempt to repair a cervix immediate- 
ly after it is torn following labor. I would rather 
wait a few months until contraction and retrac- 
tion has taken place, and then if the laceration is 
not too large, or accompanied by some serious 
infection, it may not be necessary, as the repair 
may take place naturally. The larger tears will, 
of course, need repairing or treating as indicated. 





RECENT NASAL FRACTURES.* 


CHARLES A. McWILLIAMS, M. D. 
GULFPORT, MIss. 

For some reason injuries to the nose have 
not received the attention that their im- 
portance deserves. This may be due to the 
fact that injury to the nose itself seldom 
threatens the life of the patient and con- 











*Read before the Section on Eye, Ear, Nose 
and Throat, at the Sixty-fifth Annual Session of 
the Mississippi State Medical Association, Jack- 
son, April 12, 1932. ; 


sequently both he and the doctor treat these 
injuries lightly. 

The nose is the organ of olfaction and 
also the organ vitally concerned in the in- 
halation and exhalation of air and, there- 
fore, is of vital importance to our health. 
The nose on account of its prominent place 
on the face assumes importance from the 
esthetic standpoint and any marked devi- 
ation from the normal is certain to cause 
undue attention with resultant mental and 
physical discomfort. Four bones and seven 
cartilages form the framework of the nose. 
The two nasal bones, vomer and perpendic- 
ular plate of the ethmoid are the bones, and 
the cartilages are the upper and lower 
lateral, sesmoid and triangular. 

The two nasal bones articulate with each 
other at their anterior borders, forming the 
crest of the arch; at their posterior borders 
with the superior maxillary and at their top 
with the frontal bone. The force which 
crushes the arch drives them (the nasal 
bones) backward, breaking their articula- 
tions and forcing their margins past the 
margins of the maxillary and frontal bones. 
The septum forced backward is deflected 
into an S-shaped curve. Although these 
movements break the joints of the nasal 
‘ones they do not leave them loose, for in 
their new position they are wedged between 
the osseous structures on both sides and 
above. For this reason we often have an 
impacted fracture. 

Quite a number of nasal deformities fol- 
low nasal fractures when not properly 
treated but the two most important types 
are the twisted and sunken noses. The 
twisted type is strikingly brought out in 
patients under study when an imaginary 
line is drawn from the center of the fore- 
head (glabella), down to the center of the 
philtrum so that any displacement of the 
nose to one side or the other will be easily 
seen. The sunken nose resembles the so- 
called syphilitic deformity. 

Practically all fractures of the nose are 
of the compound type and this point must 
be kept in mind during the treatment even 
though there is little loss of blood from the 





-— —_—_> of 


—— tn. aoe oe el OeelhClUuel CU” Oe 








MCWILLIAMS—Recent Nasal Fractures 


nares. The marked vascularity of the sup- 
porting and lining structures of the nose 
doubtless confers a local immunity to in- 
fection. 

Early swelling which follows any injury 
to the nose tends to mask the bony deform- 
ity and is often assumed to be the only 
injury present. If unable to make a diag- 
nosis, make repeated daily examinations. 

Nasal fractures may become dangerous 
to life as when a fracture occurs through 
the cribriform plate. In cribriform plate 
fracture an escape of cerebral fluid may be 
noted. 

Because of the elasticity and mobility of 
the nasal structure it usually takes a great 
amount of force to cause a fracture of this 
organ. In practically all injuries of the 
nose with external direct force to the osse- 
ous bridge there is a tendency of the nasal 
bones to separate from each other. There 
is practically no obliteration of the central 
suture in the white race while bony union 
is frequently seen in the negro. This ten- 
dency to separation is responsible for the 
great frequency of dislocation of the nasal 
bones. The most common injury involves 
separation of the nasal bones at the central 
suture and their fracture. 


It is well to get an exact description of 
the method of injury and to know the exact 
area upon which the direct violence had 
landed. The origin of nose bleed when a 
history of nasal injury is given should be 
carefully sought so that a fracture within 
the nasal structure, as of the septum, may 
be located and future nasal obstruction ob- 
viated. 


Probably the most common complication 
resulting from fracture of the nose is a 
septal hematoma which may lead to abscess 
formation. Frequent intranasal examina- 
tions will reveal the presence of a hema- 
toma as it may not be present when the 
case is first seen. Crepitus may be absent 
even though a fracture exists when impac- 
tion has occurred. Gentle pressure, just 
barely touching it with the index finger of 
one hand will often localize the crepitus. 
Emphysema may be present. 
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Roentgen ray examination is of value’ 
as an aid in the diagnosis of fractures of- 
the nasal bones in adults, however, the 
roentgen ray is of little value in the case 
of a child. 

The diagnosis of fracture of the nose is 
more difficult in the child than in the adult. 
A positive conclusion in some children can 
be reached only after a most careful exam- 
ination. A general anesthetic may be nec- 
essary at times. Sometimes little can be 
gained by inspection unless the patient is 
seen immediately after the injury for the 
swelling masks the extent of the injury 
and we may have to wait until this has 
subsided. In injuries to the nose bony fixa- 
tion occurs in the adult in about twenty 
days after the accident. 


If the patient is seen immediately after 
the accident and if there is only moderate 
subcutaneous hemorrhage and swelling it 
is possible to line up the parts in their 
proper position. However, if there is very 
much swelling and bleeding I have found 
it better to wait until the swelling subsides 
before attempting to adjust the fractured 
and dislocated nasal bones. Hot and cold 
applications will assist in reducing the 
swelling so that reduction may be made at 
as early a date as possible. As a rule the 
swelling subsides in five to seven days and 
reduction of the fracture can be made then. 

Hemorrhage is stopped by the use of 
local application of adrenalin chlorid intra- 
nasally and ice externally. Until this is 
accomplished it is very difficult to make a 
satisfactory intranasal inspection. A head 
mirror and nasal speculum or one of the 
electric lighted nasal specula will be indis- 
pensable in this examination. Look for a 
deviation of the septum and whether a 
hematoma has formed. If there is a bi- 
lateral fluctuating swelling of the septum 
it is a hematoma which will later abscess 
if not evacuated. 

Often satisfactory reduction may be 
made with the use of a local anesthetic but 
there are times when a general anesthetic 
is best. Good anesthesia can be obtained 
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by packing the nose with a 10 per cent solu- 
tion of cocain and solution of adrenalin 
chlorid, equal parts, being careful to 
squeeze out excess solution before packing 
and leaving packing in for 15 or 20 min- 
utes. Personally, I prefer the so-called co- 
cain mud method of producing local anes- 
thesia but would not recommend its use 
by the general practitioner. 

Reduction is accomplished by manipula- 
tion both inside and outside the nasal cham- 
bers. There are many good special forceps 
on the market such as the Adams, but for 
all general purposes an ordinary pair of 
flat surgical scissors about 6 inches long 
serve the purpose very well indeed. Cotton 
is wrapped around the blades and covered 
with vaseline, with this the bridge of the 
nose may be lifted and fractures and dis- 
locations easily reduced. The triangular 
cartilage, if fractured or dislocated, should 
be placed in its proper position. In fact 
it is far more important for the patient’s 
future health to have the septum straight- 
ened than to have the external deformity 
corrected. 

Nasal fractures generally remain in place 
after reduction without the use of any com- 
plicated fixation appliances. If the case is 
a simple nasal fracture, such as we see in 
football players, intranasal packing is very 
seldom required. If a hematoma has oc- 
curred an incision should be made and all 
blood removed. It will be necessary to pack 
both sides of the septum to prevent a re- 
currence of the hematoma. 

Remove any protruding loose spicules of 
bone and suture the skin so as to leave 
a small scar. Where the nasal bones and 
nasal processes of the maxillary and frontal 
bones are broken in several pieces it is 
necessary to use intranasal packing. This 
packing should not be too large as the sub- 
sequent swelling of the intranasal tissues 
may overcorrect the fracture. It is some- 
times advisable when one nasal bone is 
fractured and the other shows a green stick 
fracture to complete that fracture, place 
parts in correct position by intranasal 
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packing and then apply an external splint. 
The best one is made of copper or galvan- 
ized iron covered with adhesive padded 
with cotton and retained in proper position 
by adhesive plaster. The intranasal pack- 
ing should be removed in two days and 
replaced if necessary. The splint is re- 
moved every two days and inspected. It 
is advisable to keep splint on the nose for 
ten days or more to prevent patient from 
accidently disturbing the nose in sleep or 
otherwise. 

Tetanus antitoxin is given when the in- 
jury is such that its administration is in- 
dicated. 

When treating fracture of the nose, espe- 
cially with a view of preventing deformity, 
remember the bones are placed directly un- 
der the skin and the least irregularity 
shows up very plainly. 

Nasai fractures should receive more at- 
tention from the general practitioner and 
surgeon who treat the vast majority of 
these cases. Every case should have an 
intranasal examination after shrinking the 
tissues. Repeated examinations should be 
made as the swelling subsides so as not to 
over look any slight fracture or dislocation. 

DISCUSSION 

Dr. D. C. Montgomery (Greenville): I think 
this is a very appropriate paper to be broxght 
before a general meeting, because of the fact 
that the general practitioners frequently see these 
cases first, and usually treat them. So it is well 
to know that deformities of the nose should be 
carefully looked after. 

As Dr. McWilliams has said, fractures of the 
nose have not been given the attention they de- 
serve. It seems rather strange that injuries to 
this important organ should be held so lightly 
and so carelessly treated when we realize that 
facial disfigurement may mean a great deal to 
the patient in the pursuit of a livelihood, as well 
as a distinct source of embarrassment in his social 
activities. To a sensitive patient this may mean 
a great deal, as is proven by the many operations 
performed today for cosmetic reasons. 

Secondly, a great deal of harm can be done 
to the patient from a lack of ventilation of the 
nasal passages and sinuses, predisposing them to 
infection, not to speak of the discomfort from 4 
stopped-up nose due to an unreduced fracture 
followed by obstruction. 
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Third, failure to observe and treat a hema- 
toma of the septum usually results in an abscess, 
with loss of cartilaginous tissue and consequent 
dropping of the bridge of the nose, which neces- 
sitates an operation with transplantation of a 
piece of cartilage or bone to reconstruct and 
elevate the bridge again, all of which could have 
been avoided with early recognition and incision 
of the hematoma in its beginning. 

When we consider the advances made in the 
treatment of fractures elsewhere, the time and 
attention expended in order to restore normal 
function and contour if possible, one is amazed 
at the indifference of the physicians as a whole to 
these rather frequent fractures. 

I would urge that all of us be more careful 
in the examination of these injured noses, espe- 
cially the intranasal examination, and see that 
reduction of the fracture is done at the earliest 
possible moment, to prevent future deformity. 

Dr. L. S. Gaudet (Natchez): With our speedy 
means of transportation the nose and face as- 
sume great importance. Neither of the of the 
gentlemen said anything about the treatment of 
this condition, and I feel something should be 
said in regard to this because it is of great im- 
portance to the general practitioner, as well as 
diagnosis. An early diagnosis is by far the 
best. By that I mean to say that wherever the 
practitioner can see a nasal fracture within a 
few hours after the accident, very much better 
results can be obtained then than by waiting 
and doing any manipulations to correct the de- 
formity later. 

In regard to the treatment, Dr. McWilliams 
brought out a very important point, a very simple 
way of correcting nasal deformity with a pair of 
scissors. That is very simple and within the 
reach of each and every general practitioner. For 
my own use I prefer the Nash forceps covered 
with rubber and have obtained good results with 
that. In my practice I have found that splints 
of any kind, whether extra or intranasal, espe- 
cially metal splints, do not give the results we 
expect. Where we get these cases early enough, 
a light pack on the inside gives good results, pro- 
vided it is changed often enough. For an ex- 
ternal splint I have found nothing better than 
dental compound, making a molded splint and leav- 
ing it on for 24 to 48 hours after the injury, 
using with this ice packs. 

In almost every instance these cases should be 
institutional patients. We not only can handle 
them much better, but the patient gets better 
results. 

As I said before, most of these cases of nasal 
injury come within the scope of the general prac- 
titioner and are easy enough to correct. With 
the treatment that has been outlined I think we 
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should get much better results than at the pres- * 
ent time. 





CARCINOMA OF THE LARYNX WITH 
LARYNGECTOMY* 


CASE REPORT 
RAYMOND T. SMITH, M.D. 
NATCHEZ, MIss. 


The subject of carcinoma of the larynx 
ought to be one which we keep constantly 
before us because it offers, from the stand- 
point of occurrence, accessibility, total ex- 
tirpation, prognosis, and the undying grati- 
tude of the patient, the most constant and 
gratifying results of relief from horrible 
death. Nowhere else in the body, unless it 
be on the skin, can we truly remove the neo- 
plastic growths as completely as it is pos- 
sible when the condition is intrinsic carci- 
noma of the larynx. There is no place in 
the body where the disease manifests it- 
self as early as it does in the larynx. It 
it a localized condition and when it origi- 
nates on a vocal cord it remains for an 
exceptionally long time outside the danger 
zone. It is slow in evolution, and the clin- 
ical evidence can be weighed and a differ- 
ential diagnosis studied. When the diagno- 
sis has been made either by an analysis of 
the history, physical findings in the appear- 
ance of the new growth, or by a biopsy, 
then is the time to operate. As the im- 
mortal John B. Murphy said about appen- 
dicitis, “When you have made a diagnosis 
of appendicitis, then is the time to oper- 
ate.” I will take up later the types and 
indications for different operations. 

Carcinoma may be either intrinsic, ex- 
trinsic or mixed. Jackson mentions in- 
trinsic carcinoma as being localized to one 
vocal cord with the more or less uncommon 
sites as the exception, such as, the ven- 
tricle of Morgagni or the subglottic area. 
Naturally, for the accurate classification 
of intrinsic carcinoma the line must be 
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sharply drawn. There certainly must be 
no cervical adenopathy or evidence of me- 
tastasis elsewhere. MacKenty, in enumer- 
ating the sites of origin of the extrinsic 
carcinoma of the larynx, cites: 

1. At the base of the epiglottis. 

2. Between the base of the epiglottis 
and the anterior commissure. 

3. On one or the other arytenoid. 

4. On one aryepiglottic fold. 

5. On the posterior (pharyngeal) sur- 
face of the cricoid. 

6. When the two true vocal cords are 
involved. 

Jackson defines the mixed group as be- 
ing made up either of intrinsic cancer 
which has spread beyond the glottic mar- 
gin, or extrinsic cases which have extended 
into the cavity of the larynx. 

Little is known as yet as to the etiology 
of laryngeal carcinoma. The usual number 
of so-called theories prevail but no foun- 
dation for them can be verified. Therefore 
I will confine myself to the accessory in- 
fluences, namely age and sex. 

While laryngeal cancer is more frequent- 
ly found in the later stages of life it is not 
confined to that stage entirely. Jackson 
reports his youngest case in a young man 
aged 23 years; Chiari reports its presence 
in a girl sixteen years of age; MacKenty’s 
cases were 26 years of age. The oldest 
patients reported operated on with no re- 
currences were 80 years of age. Accord- 
ing to sex: 1. Intrinsic cancer of the 
larynx is much more commonly found in 
the male. 2. Extrinsic cancer is found 
less frequently in women except at one site 
which according to Jackson is the posterior 
(pharyngeal) surface of the cricoid. 3. 
Post cricoid cancer is relatively more com- 
mon in females. It usually occurs earlier 
in life in the female than other malignan- 
cies in the sinus pyriformis in the male. 

I will now briefly take up some of the 
outstanding symptoms. The only constant, 
never failing symptom in intrinsic cancer 
is hoarseness. This symptom without a 
careful laryngoscopic examination may be 
passed up, but to the careful laryngologist 
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it is the red flag of danger. So many of 
you who have large practices are prone 
to pass by lightly the fact that after the 
patient has had a “sore throat,” or a “cold,” 
or an attack of “flu,” to treat the condition 
as a laryngitis temporarily and advise the 
patient to return should the hoarseness not 
improve. I well remember a case in Chi- 
cago which I had the honor to see in which 
the patient had gone from one doctor to 
another for several years and was diag- 
nosed anything from bronchitis, chronic 
laryngitis to chronic tonsillitis only to 
prove on examination to be carcinoma of 
the larynx. But the sad part of it is that 
these patients think you are correct in your 
diagnosis and put off returning to you and 
then months later when some change in 
the condition is apparent to the patient the 
disease is past the intrinsic stage. 

The hoarseness is variable, usually worse 
in the morning after a night spent in a 
poorly ventilated room. This hoarseness 
sometimes gets better with rest, good air 
and proper food. All these things tend to 
fool the patient and keep him from return- 
ing to the doctor for months. I want to 
lay special emphasis on this one symptom 
because when it is disregarded or over- 
looked you are doing the patient a great 
injustice. If cancer is to be conquered, 
then we must practice more care in judg- 
ing the seemingly unimportant symptoms 
of the disease. When cough, dyspnea, 
dysphagia, asthenia, loss of weight, hoarse- 
ness, etc., are present the game is already 
lost in ninety-nine per cent of the cases. 
If I can impress upon you gentlemen the 
necessity of sending any case of hoarseness, 
of not less than three or four weeks dura- 
tion, to a competent laryngologist who real- 
izes the importance of this one symptom 
so that the mortality of cancer of the larynx 
may be lessened, then I will feel that per- 
haps this paper has not been written in 
vain. Since the laity and even sometimes 
the family physician are prone to look upon 
hoarseness as not important, a most care- 
ful cross-examination of the patient has to 
be made because the patient may say that 
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the condition has only been present for “a 
month or two” but often after reconsider- 
ing say it may have been present for a year 
or more. The other symptoms are of no 
benefit to an early diagnosis. 

We are ali more or less familiar with the 
physical findings in the larynx and so I 
will just mention them briefly. The dis- 
ease may manifest itself on the cord in 
any of the following forms: 

1. A projecting or semi-pedunculated 
growth resembling g simple papilloma. 

2. A superficial but limited infiltration 
which, later on, may ulcerate or fungate. 

3. As an embedded infiltration. 

Some of the earlier writers state that 
‘mpaired mobility or fixation of the cord 
are to be considered, but we look upon that 
nowadays as being a late finding. Accord- 
ing to Haslinger, fixation of the cord may 
be early. It may also occur late in lues or 
with a tuberculosis deposit. 

DIAGNOSIS 

The diagnosis to the qualified laryngolo- 
gist is comparatively simple providing the 
following routine is carried out. 

1. A most thorough and complete his- 
tory including: 

Present complaint. 

Past illnesses. 

Habits—including occupation. 

Family history—with special ref- 

erence to cancer. 

A physical examination to include: 

a. A complete general examination. 

b. A careful local examination both 
by indirect and direct laryngo- 
scopy. 

ce. A detailed laboratory examina- 
tion. 

d. A biopsy with reports from two 
different laboratories. 
DIFFERENTIAL DIAGNOSIS 

With the exception of Osler’s classical 
triad of lues, carcinoma and tuberculosis 
there is very little difficulty experienced 
in differentiation by merely examining the 
larynx. A few of the principal points in 
the differential diagnosis will now be 
given: 
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1. A positive Wassermann while not 
conclusive will sometimes help to differen- 
tiate, however, it must be remembered that 
a carcinomatous condition can also be pres- 
ent. It must be backed by clinical and mor- 
phological evidence. 

2. In lues pain and discomfort are usu- 
ally totally absent throughout the course 
of the disease even after tumor formation 
and ulceration are present. 

3. In tuberculosis pain and discomfort 
are very early symptoms and are usually 
more severe than in the later stages of can- 
cer. 

4. In cancer pain is absent until ulcera- 
tion and secondary infections set in. 

5. Tenderness over the larynx may ex- 
ist in tuberculosis but is rare in incipient 
carcinoma and is never found in lues. 

6. A careful history and physical ranks 
paramount in the differential diagnosis. 

7. Roentgen ray of the chest showing 
involvement should not blind us to the fact 
that cancer can be also present with a tu- 
berculous lesion. 

8. Cough—First in tuberculosis, absent 
in cancer, not important in lues. 

9. The appearance of the different le- 
sions. 

10. The location of the lesions. 


PATHOLOGY 

1. Malignant disease of the larynx 
gives us from two to three per cent of al 
malignant tumors. 

2. Sixteen per cent of all laryngeal tv- 
mors are malignant. 
TYPES OF MALIGNANCIES WITH PERCENTAGE OP 

FREQUENCY 

1. Ninety-six per cent arise from the 
stratified surface mucous membranes of the 
larynx and consist chiefly of squamous cells 
which form typical squamous cell epithe- 
lium. 

2. Two per cent of epithelioma of th 
larynx are basal celled tumors. 

3. One per cent of carcinomas of the 
larynx are papillary carcinomas. 

4. About one per cent come from the 
mucous glands in the larynx known as ade- 
nocarcinomas. 
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LARYNGECTOMY 

The first attempt at surgical cure of can- 
cer of the larynx was credited to Ehrmann 
in 1844. There were no cures reported un- 
til 1876 following this. Statistics are very 
inadequate and inaccurate owing to the dif- 
ference of opinion as to what constitutes a 
cure. The most reliable of these statistics 
come from Bergmann, Kocher, Mikulicz, 
Butlin, Schmieglow, Fischer, Thomson, Se- 
mon, Jackson, Lewis, Moure and others, 
these reporting only a small per cent of the 
total cases reported. 

The types of operations: 

1. Intralaryngeal extirpation tried by a 
limited number only causes it to be con- 
demned. Even in doing a biopsy the ma- 
jor operation should follow as soon as diag- 
nosis has been confirmed owing to the char- 
acteristic of neoplastic growths which have 
a tendency to spread following surgical in- 
terference. 

2. Thyrotomy or laryngofissure was 
first accurately reported by Gordon Buck 
in 1855. However, the reports are con- 
flicting as to the number of cures by this 
method. Gordon New of Rochester recent- 
ly reported sixty cases of early carcinoma 
cured by laryngofissure. 

3. Hemilaryngectomy was first per- 
formed by Maas of Breslau in 1876. Later 
some others tried it but all with about the 
same results with regard to recurrences. 

4. Total laryngectomy. I consider this 
operation the only one to employ because 
in spite of the loss of voice, tissue, morale, 
etc., of the patient, the chances for recur- 
rence are so much less that nothing else 
matters. The first total laryngectomy was 
reported by Watson of Edinburgh in 1886, 
for lues. In 1881 Gluck devised the two- 
stage operation on account of the danger 
of aspiration pneumonia and neck infec- 
tion. 

5. I want to mention at this point the 
use of radium in this type of cancer. We 
all know that radium causes the formation 
of fibrous tissue with increased blood sup- 
ply. We also know that this type of tumor 
is highly malignant due to the high per- 
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centage of squamous cells present. It has 
been found that in using radium the fol- 
lowing resulted: 


A. A marked advance in the disease 
process. 

B. Even though the surface appearance 
of the disease improves the under- 
lying parts are extending towards 
the cervical lymphatics. 

C. If a massive dose is given or the 
seeds are planted there is no tell- 
ing how extensive the necrosis will 
be. 


MacKenty cites a case of radium implan- 
tation in a case of incipient cancer in which 
the entire interior of the larynx necrosed 
followed by a virulent general and local 
septic reaction with temperature 103°F. 
daily. The patient lost 102 pounds in 
weight. The larynx was removed four 
months later and the findings at operation 
were of sepsis and a shapeless mass with 
a fetid abscess in the center. On examina- 
tion of the wall of the abscess typical can- 
cer areas were found. Patient made a com- 
plete recovery and is free from recurrence 
after eight years. 

I will now take up the preparation of the 
patient for total laryngectomy with special 
reference to the two-stage operation of 
Gluck which I performed on the patient I 
am going to show you. 

The patient is admitted to the hospital 
four to five days prior to the tracheotomy. 
He is submitted to a most careful general 
examination including: 


1. Heart. 
2. Lungs. 
3. Head: Teeth, tonsils, sinuses, ears, 


including mastoids and eustachian tubes. 
4. Basal metabolism. 
a. Blood chemistry. 
b. Wassermann. 
c. Blood pressure. 
5. Routine laboratory examination. 
Next let us take up the preparation of 
the patient for operation. 
1. The patient is allowed to be up and 
about prior to the tracheotomy. 
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2. Digitalis is given for four or five 
days. 

3. High colonic flushes are given every 
other day. 

4. The diet is restricted. 

5. All diseased teeth are pulled and the 
mouth is cleansed every day with antisep- 
tic washes. 

6. The day before tracheotomy the duo- 
denal tube is inserted and left in place for 
three meals. 

7. Sodium amytal, 3 grs., are given at 
bedtime the night before operation. 

8. Nothing that will subdue the cough 
reflex is given prior to operation. 

9. The most efficient nurses are se- 
cured, preferably those who have had pre- 
vious training. 

The usual tracheotomy is made after the 
field has been desensitized with novocaine, 
one per cent. The tissues are separated 
and the thyroid isthmus is clamped and di- 
vided. All bleeding points are controlled 
before proceeding further. The upper tra- 
chea, cricoid and lateral walls of the larynx 
are fully dissected free. The tracheotomy 
opening is made between the first and sec- 
ond rings. The sides of the wound are 
packed with iodoform gauze. A sponge 
moistened with bichloride of mercury solu- 
tion 1:00,000 is placed over the tracheal 
cannula and kept moist at all times. The 
air in the room is kept moist with sodium 
bicarbonate solution heated on a hot plate. 

Proctoclysis of glucose and soda is start- 
ed and continued for twenty-four hours 
when the patient is allowed a liquid diet. 

The patient is encouraged to sit up in 
bed and after thirty-six hours is allowed 
to sit in a chair. 

From five to seven days later the second 
stage of the operation is completed. The 
object in the two-stage operation is to al- 
low nature to wall off the operative field 
laterally and below to prevent the post- 
operative complications of mediastinal and 
cervical infections. 

OPERATIVE TECHNIC 

Some men advise a combination of local 

and general anesthesia but I feel that it 
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largely depends on the individual patient: 
I have observed no ill effects in my last 
two cases in the way of shock or nervous- 
ness. A good suction pump must be in use 
at all times during the operation because 
the inspiration of blood during or after the 
operation forebodies serious complications 
since the blood acts as a foreign body in 
the lung which cannot be expelled by cough- 
ing after the larynx has been removed. 


After a careful and thorough injection of 
the tissues the incision is extended upward 
well above the glottis and a cross incision 
is made forming the letter T. The dissec- 
tion of the larynx is continued until en- 
tirely free laterally. The trachea is sev- 
ered and one must remember that only a 
thin layer of loose connective tissue separ- 
ates the larynx from the esophagus. Great 
care must be exercised to prevent perfor- 
ation of the anterior esophageal wall which 
would cause serious complications. This 
dissection is carried to a point just beyond 
the arytenoids depending on the extent of 
the neoplasm. At this point the opening is 
made into the hypopharynx. After a care- 
ful inspection of the organ the larynx is 
severed by cutting as close as possible to 
the border of the thyroid cartilage. Just 
before the last suture is tied in the hypo- 
pharynx a duodenal tube is inserted. The 
wound is then closed. A large rubber tra- 


, cheal tube as designed by Dr. MacKenty 


is placed in the tracheal opening and held 
in place by two silkworm sutures pulling 
the tracheal rings up as close as possible 
to the skin. The remainder of the wound 
is packed with iodoform gauze with cigar- 
ette drain tubes at the top and lower cor- 
ners of the wound. 


In the after treatment I will only take 
up such features as are peculiar to this 
operation. 


1. The drains are left in from five to 
seven days. 


2. Tracheitis usually follows this oper- 
ation and it must be unloaded by means of 
suction in order to prevent gravitation 
pneumonia. 








344 


3. All feeding is done through the duo- 
denal tube. For the first two days from 
one-half to two-thirds of the caloric re- 
quirements is given and then the amount 
should be increased up to full require- 
ments. Be sure to cleanse the tube with 
water after each feeding. 

4. Dressings except the packs and drain- 
age tubes are changed as often as needed. 

5. The patient is encouraged to sit up 
in bed and on the second day to the fourth 
day allowed to sit up in a chair. This is 
especially important in advanced old age. 

6. The colon is kept free by irrigations. 
The usual purgative given through the tube 
on the fourth to the seventh day. 

7. After aproximately two weeks or 
after the hypopharyngeal wound is closed 
the patient is allowed to swallow food nat- 
urally. If there should be any evidence 
of leaking the duodenal tube should be re- 
placed. 

COMPLICATIONS 

1. There may be a reduction in the pulse 
and respiration. 

2. Hiccough may occur but it is easily 
controlled by tongue traction or morphine. 

3. Hemorrhage may be either primary 
or secondary. Primary hemorrhage is 
doubtless due to carelessness. Secondary 
hemorrhage is an indication of a septic 
invasion and may appear during the slough- 
ing or the granulating peroid. 

4. Pneumogastric nerve block is rare 
and is caused by: 

a. Injection of procaine into the caro- 

tid sheath. 

b. By extension of the infection into 

that region. 

5. General sepsis while rare does occur 
if you are not careful in the matter of 
drainage, in the selection of cases, or if pus 
becomes bottled up in the wound. 

6. Mediastinitis due to downward ex- 
tension of the infection fortunately is rare 
where care has been taken and the two- 
stage operation performed. This condition 
is extremely rapid and does not last long 
enough to form an abscess. 


7. Shock is rarer still. Patients usu- 
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ally leave the operating room with very 
little change in the general condition. 

8. Tracheitis is quite common following 
this operation and may be either: 

a. Dry. 

b. Wet. 
The main trouble being that casts form at 
the bifurcation and thereby obstruct respi- 
ration and have to be removed either by 
suction or the bronchoscope. 

9. Pneumonia—usually bronchial but 
occasionally lobar, is the greatest bug-bear 
to this operation. With proper post-oper- 
ative management this hazard can be re- 
duced to a minimum. 

10. Excess sloughing and tissue de- 
struction in a few cases may be a source 
of considerable trouble from a cosmetic 
standpoint, but on the other hand it may 
be a blessing in disguise. 

11. Hypopharyngeal fistula is rather 
common but will either close by healing 
or by plastic repair. 

I want to say a word here about the voice 
following this operation. There are two 
types of voice possible: 

1. The esophageal—which is formed by 
the swallowing of air into the stomach and 
then by controlled release of the air into 
the hypopharynx guttural sounds are pro- 
duced. 

In the October issue of the Archives of 
Otolaryngology, Dr. W. Wallace Morrison 
gives us the technique of speech in cases 
following total laryngectomy. 

2. The artificial voice is produced by 
the artificial larynx. This instrument de- 
signed by MacKenty with the engineers of 
the Western Electric Corporation fills a 
place not only where the larynx has been 
removed but also in paralysis and dysfunc- 
tion of the larynx. 

And now in conclusion I would like to 
sum up with these remarks: 

1. That a most painstaking and care- 
ful history must be obtained. 

2. That a thorough general and local 
examination must be done in order to select 
cases. 

3. That in any intrinsic carcinoma of 
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the larynx total laryngectomy is the opera- 
tion of choice. 

4. That in early cases confined to one 
cord without fixation that laryngofissure 
may be done with success. 

5. That radium and deep roentgen ray 
therapy are contraindicated in malignant 
disease of the larynx. 

6. That the patients should be strongly 
encouraged to depend on their esophageal 
voice in order to prevent depression psy- 
choses. 

CASE REPORT 

The patient you gentlemen see before you was 
admitted to the Chamberlain-Rice Hospital on 
September 22, 1931, for laryngectomy follow- 
ing a laboratory diagnosis from two different 
laboratories of carcinoma of the larynx. His ad- 
mission history was as follows: 

Admission History: He stated on admission 
that he had suffered for years with hoarseness 
and loss of weight and strength. He was un- 
able to get his breath normally. He also stated 
that he had had a previous operation on his 
larynx one year before when a large growth 
was removed. He had been coming back to 
the hospital at different times for examination 
of his larynx. He was here now to have his 
larynx removed. 

Admission Diagnosis: Carcinoma of the larynx. 

Physical Examination: The patient was a 
white adult male, 51 years of age, cigar mer- 
chant, married, who was apparently not acutely 
ill. His voice was coarse and hoarse. His teeth 
were all out. He was 5 feet, 4 inches tall. His 
weight was 139% lbs. His blood pressure was 
systolic 118, diastolic 65; pulse pressure 53. 
His lungs were negative except for a mild bron- 
chitis. The heart was well within normal limits. 
There were no papable masses or tendernesses 
in the abdomen. His reflexes were normal. He 
had no rashes or other skin pathology. His tem- 
perature was 97°F., pulse 76, respiration 18. 

Laboratory Findings: 1. Urine: No abnor- 
malties. P. S. P. test 60 per cent. 

2. Blood: W. B. C. 6,000, neutrophils 68 
per cent, small lymphocytes 32 per cent. Malaria, 
negative. Wassermann, negative. 

Past Illnesses: Usual diseases of childhood; in- 
fluenza four years ago. Tracheotomy and laryn- 
gofissure April 4, 1930. Removals of papilloma- 
tous tissue on 2—8—31, 3—15—31, 6—1—31, 
8—9—31, 8—19—31. 

Family History: Father and mother both 
dead, cause unknown; three brothers living; no 
sisters. Ho history of cancer in the family. 

Mirror Laryngoscopy: Showed freely moving 
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vocal cords with papillomatous tissue on both 
cords. 

Direct Laryngoscopy (with a Haslinger direct- 
oscope): Same findings as above. 

Progress: A tracheotomy was performed on 
September 27, 1931. Following a very satisfac- 
tory post-operative course a laryngectomy was 
done on October 4, 1931, with very little reac- 
tion. On October 10 patient was able to sit up 
in chair for fifty minutes. His subsequent course 
was uneventful and he was discharged on No- 
vember 20, 1931, as recovered. The patient is 
shown today six months after operation and there 
is no sign of recurrence. 

DISCUSSION 

Dr. Robin Harris, Jackson: I do not think 
that laryngectomy is the only treatment for 
cancer of the larynx but this paper is on laryn- 
gectomy. I had the pleasure of seeing this pa- 
tient before he was operated upon. Dr. Smith 
failed to give his history in toto. He had had 
a papillomatous growth of the larynx for a long 
time, had to have tracheotomy for it one year 
ago. The patient is now 52 years of age. How- 
ever, the first patient I ever did laryngectomy 
on was 38 years of age, and he lived for about 
a year afterwards. He had a little more involve- 
ment than we would ordinarily like to have in the 
larynx. 

The subject has been well covered by Dr. Smith. 
He is to be congratulated on his results and his 
technic. I might add emphasis to two points: 
First, the diagnosis. A biopsy is necessary and 
should be made in every case prior to opera- 
tion. This sometimes is not absolutely necessary 
to the man who sees carcinoma of the larynx 
every few days, but is most essential to the man 
who sees this disease only occasionally as most 
of us do. The second point is the handling of 
the patient after laryngectomy. This is by far 
a most tedious job than the operation itself and 
requires careful, constant and persistent watch- 
fulness. The secretion must be removed from the 
tracheal tube and trachea at frequent intervals. 
The patient must be furnished with plenty of 
liquids and sufficient food, especially is this true 
since most of these patients are usually approach- 
ing or past the proverbial three-score and ten 
years. 

Dr. Millard F. Arbuckle (St. Louis): I appre- 
ciate your kindness in inviting me to discuss Dr. 
Smith’s very able presentation of this difficult 
and most important subject. 

I agree fully with his remarks concerning the 
importance of early diagnosis, and the possibili- 
ties for obtaining a cure if seen early and prop- 
erly treated. I can think of no greater tragedy 
than that of the person with a hoarse voice, the 
result of intrinsic carcinoma, who is left with 
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the impression that he has only a simple inflam- 
matory disorder. 

The evidence as we find it in the literature and 
from ovr own experience is that if intrinsic can- 
cer of the vocal cord is removed while still con- 
fined to the cord, and barring operative or post- 
operative difficulties, cure may be reasonably ex- 
pected in practically all cases. In all other types 
the possibility of cure is attended by more or 
less fear of recurrence with any form of treat- 
ment. The necessity for a satisfactory clinical 
classification is apparent since on the location 
and extent of the lesion at the time of examina- 
tion, depends the advice to be given regarding 
the diagnosis, the prognosis, the treatment and 
the final outcome in any given case. 

Thomson and Colledge, who have had great 
experience with this disease, in their extremely 
helpful new book on cancer of the larynx are 
herewith quoted verbatim concerning the mat- 
ter of classification: 

“All classifications in medicine have some dis- 
advantages, but the following scheme for the 
study of cancer of the larynx has fewer than 
most; it defines well established clinical groups 
and it is of great value as a guide in prognosis 
and treatment. 

A. Intrinsic. 

B. Subglottic. 
C. Extrinsic. 

D. Mixed. 

“A. Intrinsic Cancer: This group embraces 
growths starting from the vocal cords, the cen- 
tricles, the ventricular bands or the interaryte- 
noid region. Some observers have recorded more 
cases developing in the ventricle of Morgagni 
than have come our way, nor have we ever seen 
a case start on the surface of the ventricular 
band. In our experience it is unknown for can- 
cer to originate in the posterior commissure (in- 
terarytenoid area). It is, indeed, so unusual for 
intrinsic cancer to originate anywhere except on 
the surface or margin of a cord that it might 
almost be called ‘cordal cancer’. 

“B, Subglotti Cancer: This originates on the 
inner or under surface of the vocal cord, or in 
the subglottic area, and chiefly in the anterior 
half of this region. 

“C, Extrinsic Cancer: In this group are in- 
cluded neoplasms growing from the epiglottis, the 
aryepiglottic folds, the arytenoids, the pyriform 
sinuses and the pharyngeal surface of the cricoid 
cartilage (‘post-cricoid cancer’). 

“PD, Mixed: In this class, a combination of 
extrinsic and intrinsic, must be placed a number 
of cases which only present themselves in an 
advanced stage, when it is impossible to deter- 
mine the site of origin. | 

“In the Philadelphia General Hospital seventy- 
five cases of laryngeal carcinoma presented them- 
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selves in five years. Not one was limited to the 
vocal cords or suitable for laryngofissure. 

“In sixty-six cases of laryngeal cancer 
Schmiegelow met with eighteen in which the 
growth had extended too far to determine the 
primary origin. He thought that in several of 
them it had originated on a cord, becoming ‘mixed’ 
by extension. 

“Cases of subglottic cancer frequently do not 
manifest themselves until the growth has extend- 
ed upwards into the substance of the cord. 


“Extrinsic cancer, commencing on the epiglottis 
or aryepiglottic folds, may grow into the glottis 
and so become, to some extent, intrinsic. In- 
trinsic cancer, neglected, may extend beyond 
the bounds of the larynx and thus become extrin- 
sic. When this occurs, the treatment is no longer 
that of the purely intrinsic disease, but must be 
based on the extrinsic extension of the neoplasm. 

“The above classification is generally adopted 
on account of its clinical usefulness. For extrin- 
sic cancer is a ‘dire disease’. In it the glands 
are affected at an early period, its course is rapid 
and it is seldom arrested or cured by operation. 
Intrinsic cancer, on the other hand, is a compar- 
atively benign form of malignant disease, in its 
early period. At first it grows slowly and does 
not infiltrate rapidly. So long as the disease is 
limited to a vocal cord it does not affect the 
lymphatic glands.” 

The co-existence of syphilis or tuberculosis 
with carcinoma, one or both are not rare, and 
at times are difficult to differentiate. Under 
these conditions the most careful and painstaking 
study must be carried out. In this connection 
it must be remembered that a specimen taken 
for biopsy frequently is superficial and does 
not contain cancer cells which to our dismay 
may be found at a later date. Several specimens 
may be required before a satisfactory one is 
obtained. 

In deciding on the type of operation to be rec- 
ommended the chief point to be considered is 
what is needed to effect a cure. We know that 
when a cancer is wholly intrinsic, the possibility 
of cure by laryngofissure according to the meth- 
od of Thomson is excellent. When subglottic 
and extensive or suproglottic the chances are less 
good and when outside the larynx, very poor. 

Naturally, therefore, I prefer to do laryngo- 
fissure in suitable cases, keeping in mind the 
fact that the lesion must be surely intrinsic. 

In those cases in which there is any doubt re 
garding the proper classification as intrinsic, 
laryngectomy is the safest treatment and whether 
it be helpful or not we always feel better if 
this is followed up by deep roentgen ray therapy. 

The pre-operative preparation is important in- 
cluding the hygienic measures suggested as well 














as careful dietary preparation for protection 
from the possible results of the anesthetic and 
the temporary lack of food immediately post- 
operative. 

An important post-operative measure now Car- 
ried out with all patients in the Washington Uni- 
versity group of hospitals is the administration 
by inhalation of carbon dioxide and oxygen in 
the proportion of 70 per cent oxygen and 30 per 
cent carbon dioxide. For the first few hours 
or until awake this is given every fifteen minutes 
until the patient takes three or four deep breaths. 
After this every two hours when awake for the 
first two days and after this three times a day 
for the next five days. This treatment has re- 
duced the percentage of occurrence of post-oper- 
ative pneumonia, collapse of the lung, etc., in a 
most satisfactory manner. It is also extremely 
helpful and offers possibilities I think in the treat- 
ment of post-operative collapse of the lung. 


My feeling is that biopsy should always be 
done in every case of suspected carcinoma of the 
larynx and this can be done in a most satisfactory 
manner by the Lynch suspension method. During 
conversation with Dr. R. C. Lynch shortly before 
his untimely death he told me that he was in the 
habit of cutting through the hyoid bone in its 
center when he had finished removing the 
larynx in the belief that by so doing he diminished 
in a great extent disturbance of his suture lines 
and flaps by muscular pull during involuntary at- 
tempts at swallowing. 

I believe the two-stage operation for laryngec- 
tomy probably is the safer from the point of in- 
fection, but many successful operators carry the 
operation to completion in one stage. 

In the advanced cases in which the growth has 
spread over the ventricle and the aryepiglottic 
fold to the pyriform sinus and pharyngeal wall 
operation is, in my opinion, uselss and contrain- 
dicated. 

I have recently had an interesting experience 
with the use of radon seeds in just such a case 
as this. In the Washington University Dispen- 
sary about two years ago a man of about sixty 
years presented himself with the complaint that 
he could breathe and speak with difficulty and 
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swallow only with great difficulty. He had ‘a 
mixed cancer of the larynx filling the glottic 
chink to about three-fourths of its capacity and 
extending onto the lateral pharyngeal wall. Bi- 
opsy was returned squamous carcinoma. This 
tumor mass was planted with radon seeds by Dr. 
H. M. Janse and Dr. L. R. Sante. To the utter 
astonishment of everyone the mass disappeared, 
the laryngeal cartilages were apparently not 
harmed, the lost functions were fully regained 
and although some six months after this time a 
malignant gland was found in the supraclaviculor 
region the man had regained his colour and his 
weight and at the present time shows only a 
slight ulceration in the vicinity of the arytenoid 
which may be either recurrence or dead arytenoid 
cartilage. 

Cough sedatives of every sort should be avoided 
immediately before and after operation. While 
my experience with it is limited it seems the ap- 
plication of surgical diathermy especially in the 
control of hemorrhage is advantageous. The dan- 
ger of secondary hemorrhage after its use prob- 
ably is greater if applied to a wide area. 

During the course of operation of any type 
scrupulous care must be exercised in preventing 
blood or mucus from entering the trachea. 

The keynote in the successful treatment of 
cancer of the larynx is early diagnosis and ex- 
peditious and thorough removal of the growth. 
As had been said these patietns may go for 
months or even years with a hoarse voice and 
only slight visual evidence of change, then with- 
out apparent reason, the increase in severity of 
symptoms is more rapid and the growth of the 
tumor is alarmingly rapid. 

It is my impression that the blood supply to 
fibrous tissue is diminished rather than increased. 


Dr. Raymond Smith, closing: In reply to Dr. 


Arbuckle’s remarks as to my statement regard- 
ing more blood supply following the use of ra- 
dium, I think he misunderstood what I meant 
there, and that is this, that if radium or deep 
ray therapy is given prior to a total laryngec- 
tomy there is more blood at the time of opera- 
tion. 
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MEDICAL PRACTICE AND 
ECONOMICS 

In the present period of the depression 
the physicians are having as much, if not 
more, difficulty in combating the evils that 
arise from such a depressed period as any 
other group of professional, business, or 
laboring men. The doctor’s bill is the first 
bill that can be and will be disregarded, 
and the income of the practitioner of medi- 
cine probably falls as rapidly as any other 
man in the community. Nevertheless, the 
doctor has to pay for his supplies, appli- 
ances, automobile, offices, and other ex- 
penses incidental to practice. There is no 
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question but that the physician has been 
hard hit, and that there is considerable 
suffering and want among those not well 
established in the practice of medicine, or 
who are in the lower income groups. Dimin- 
ished income and difficulty in making ex- 
penses meet, explain the growing desire 
for many doctors to take refuge in salaried 
positions, and explain also the formation 
of many professional groups organized by 
business men, promoters, or others who will 
profit from the labors of the doctor, on the 
basis of cheap treatment; parenthetically 
such treatment is usually what the name 
cheap implies. In certain sections of the 
country at least these business organiza- 
tions, which give medical service, are being 
organized in rather large numbers. Al- 
though none as yet has appeared in Louisi- 
ana and Mississippi, it is possible that it 
may so happen; there has already appeared 
in New Orleans a lay organization with 
salaried physicians, who will do mass 
treatment of the venereal infections. 


The increasing tendency of doctors to 
abandon their high standards and to group 
themselves in salaried jobs, disregarding 
the old principle of what is right and prop- 
er in medical practice, is a phase of medi- 
cine which must be given serious thought. 
One of the reasons that has been advanced 
for the existence of these types of practice 
is that there are too many doctors, and 
that there are too many medical students 
in the schools of this country. Beasley* 
has advanced the suggestion that medical 
schools should cut down on the number 
of students admitted to their courses by 
twenty-five per cent. This is a sugges- 
tion of real constructive importance. The 
number of physicians in this country is 
out of all proportion to the number of pos- 
sible patients. The morbidity instance has 
been cut down considerably by preventive 
health measures, and for other reasons as 
well there are not as many doctors needed 
as there were in the past. Yet following 


*Beasley, B. T.: Economic Status of the Medi- 
cal Profession, J. A. M. A., 99:1358, 1932. 
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the great reduction in the number of stu- 
dents which succeeded Flexner’s expose of 
poor schools in this country, there has been 
a gradual increase in the number of stu- 
dents turned out by the seventy-seven medi- 
cal schools in this country. During and im- 
mediately after the War there was a reduc- 
tion in the output of the young doctors, 
but now we are fast approaching the enor- 
mous and ridiculous figures of twenty-five 
years ago. If some practical method could 
be evolved whereby the medical schools 
could reduce the number of medical stu- 
dents, it might be of real service to the 
medical profession. This would not be done 
solely for the purpose of helping the doc- 
tor nor for selfish reasons, but would be 
done for the good of the whole country. 
Where the profession is overcrowded, du- 
bious methods of treatment push in, and 
the community as a whole suffers. Honest, 
high-grade, competitive practice in which 
the physician derives an income commen- 
surate with his duties, gives the best type 
of medical service, but when a man has to 
grub for the dollar and competition becomes 
too keen then shyster methods spring up 
and the public suffers. 





THE HEART OF THE ATHLETE 

The effect of strenuous exercise on the 
heart of young athletes has been a subject 
of controversy for many years. There are 
those who hold that long continued strenu- 
ous athletic work is capable of producing 
cardiac hypertrophy and heart change. Most 
of the men who hold to this contention have 
not had the opportunity of seeing nor ex- 
amining large numbers of individuals who 
have engaged in strenuous exercise. Some 
years ago an analysis was made of the 
men who rowed on the Harvard crew and 
it was found that the men engaged in this 
extremely strenuous exercise outlived the 
average comparable college age group. Lee, 
Dodd and Young,* examined the hearts of 


*Lee, R. I., Dodd, W. J., and Young, E. L.; A 
Study of the Effect of Rowing on the Heart, Bost. 
Med. & Surg. J., Sept. 30, 1915. 
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men who had been rowing for years, esti- 
mating their blood pressure and heart size 
by accurate roentgen ray examinations. 
They found that the hearts of the men who 
had been rowing for some ten years was 
not larger than in men who had rowed on 
the Varsity crew for only a year. The 
Boston Marathon runners have also been 
studied. Richards} examined the hearts of 
men who had finished long distance races 
and found that immediately after long races 
the hearts were actually smaller than when 
they were at rest. Gordon, Levine and Wil- 
maers,t studied the circulation of a group 
of Marathon runners and found that even 
those who had been runners for years had 


hearts not enlarged as determined by: the 


roentgen ray, nor was their blood pressure 
elevated. Sir James Mackenzie does not 
believe that there is such a thing as an 
athletic heart. He contends that the evi- 
dence as accrued is based on incomplete or 
imperfect examinations and that the so- 
called abnormalities are those which are 
perfectly consistent with a healthy heart. 
Cabot** in 600 successive, unselected pa- 
tients with failing hearts was unable to 
incriminate athletics or immoderate exer- 
cise as the etiologic factor responsible for 
the condition. 

The consensus of opinion by those com- 
petent to judge seems to be that strenuous 
exercise and vigorous athletics are not re- 
sponsible for the production of high blood 
pressure, cardiac hypertrophy, and subse- 
quent heart failure. These opinions are 
substantiated by studies in man, yet Herr- 
mann* found that the heart-weight, body- 
weight ratio of those animals which en- 
gage in active life is greater than those 


tRichards, T. K.: Observations on the Hearts 
of Men Engaged in Athletics, J. A. M. A., 94: 
1988, 1930. 

Gordon, B., Levine, S. A., and Wilmaers, A.: 
Observations on a Group of Marathon Runners, 
Arch. Int. Med., 33:425, 1924. 

**Cabot, R.: The Four Common Types of Heart 
Disease, J. A. M. A., 63:1461, 1914. 

*Herrmann, George: The Heart of the Racing 
Greyhound, Proc. Soc. Exp. Biol. & Med., 23:856, 
1926. 
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of the animals that lead a more vegetative 
existence. The racing greyhound has a 
heart which is the largest of any animal in 
proportion to body-weight, as an example. 
This evidence of cardiac enlargement as 
a result of activity in living habits would, 
to a certain extent, nullify the observations 
that have been made of the athlete’s heart, 
yet it must be borne in mind that animals 
in their development have gone through in- 
numerable generations in order to obtain 
a heart which is capable of responding to 
those excessive demands which mean sur- 
vival of the species. 





MALPRACTICE SUITS 

A distinguished lawyer was heard to ob- 
serve that malpractice suits were greatly 
on the increase in this country. He stated 
that his firm has now fifty such suits where- 
as twenty years ago they would have one, 
and he said furthermore that such was 
the experience of most of his professional 
friends. The explanation that was ad- 
vanced by this distinguished advocate is 
something to which physicians should give 
thought. He stated that each and every 
one of the malpractice suits in his office 
at this time arose from the criticisms of 
one physician concerning the treatment or 
management of a case by the other doctor. 
If this is generally so it is well to heed 
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the warning. Most malpractice suits are 
based on insufficient evidence and wrong 
conception of malpractice, and are prompt- 
ly thrown out of court if they ever get 
that far. They are a severe annoyance, 
bother, and worry, even if the physician 
does not suffer monetary loss. Those who 
have had the misfortune to be sued real- 
ize that this is true. They at least should 
be willing to forego carping criticism of 
the action of their brother physicians. 
Those who have not had malpractice suits 
in which they are involved should realize 
that at any time a thoughtless or vagrant 
remark by some other physician might re- 
sult in the patient thinking that his treat- 
ment was improper, and result in a threat- 
ened or real court action. 

The lesson to be drawn from these ob- 
servations is—be careful about comment- 
ing or reflecting on the treatment given by 
another doctor. It may save him unjustifi- 
able trouble, and if he does the same by 
you it may in turn save you from embar- 
rassment, irritation, and distress. If noth- 
ing can be said favorably about the other 
man, then keep quiet, unless of course the 
extremely unusual happens in that the pa- 
tient has been obviously and truly injured 
by improper treatment, whatever it may 
be, and honesty forbids a tacit acceptance 
of harm done. 





HOSPITAL STAFF 


CHARITY HOSPITAL MEDICAL STAFF 
MEETING. 

The first regular Medical Staff meeting of 
Charity Hospital was undoubtedly one of the most 
instructive and well managed clinical Staff meet- 
ings that has been held in many years. Under 
the able chairmanship of Dr. Wallace Durel, it 
was at last possible to have a pathologist, Dr. 
Von Haam, present to present and explain the 
autopsy findings of several cases. 

The first case was presented by Dr. Heninger, 
an endothelioma of the pericardium. The patient 
was a white male, 42 years of age, admitted to the 
hospital -October 4, having been sick for about two 
and one-half months. His complaints were pain 


in the left shoulder, a dry cough, dyspnea, and for 
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the previous week a bulging of the left side of the 
thorax. The patient had lost 10 pounds. On ex- 
amination there was a bulging and lagging of the 
left thorax anteriorly. There was dullness over 
most of the left chest and diminished fremitus. 
The apex beat was visible and palpable on the right 
side in the mid-clavicular line. There was a to 
and fro pericardial friction rub at this point. The 
liver was slightly enlarged. Tentative diagnosis 
was made of left pleural effusion and pericarditis. 
Tuberculosis was considered as a probable etiologi- 
cal factor. Twelve thousand c.c. of a serosanguine- 
ous fluid was removed from the pleural cavity the 
following day. Three days later 1000 c.c. of fluid 
was removed. On the fifth day the patient de- 
veloped an hemiplegia of the right side and died 
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at noon. At autopsy a primary endothelioma of 
the pleura was found with metastases to the liver, 
pericardium, kidney, and mediastinal lymph glands. 

Dr. Von Haam presented beautiful specimens 
of the heart, pleura, and kidney. In addition, 
photomicrographs of sections of the organs were 
shown and explained. Dr. Von Haam stated that 
it had been possible to make a diagnosis of malig- 
nancy of the pleura by sedimentation and block- 
ing of the pleural exudate. 

Dr. Heninger in closing emphasized the value of 
this simple method of examination of fluid accumu- 
lations in the serous cavities. 

Dr. P. H. Jones discussed two cases of tertian 
malaria treated with a new anti-malarial drug, 
whose trade name is atebrin. This drug is a modi- 
fication and improvement of plasmochin. In the 
first case treated with this drug the patient was 
temperature free in seven days. The second patient 
was temperature free in eight days. There were 
no untoward symptoms in either case. Twenty- 
two and one-half grains are recommended for a 
cure, the dose being 1% grains by mouth, three 
times a day for five days. Dr. Bradley stated 
that he had treated several cases with this drug. 
Dr. Bethea mentioned that the drug is now avail- 
able on the local market. 

There then followed a presentation of several 
cases which had gone to autopsy. In each case the 
clinical findings were presented briefly, followed by 
a demonstration of the gross pathology and a 
showing of the photomicrographs of the pathologi- 
cal sections. The first case had a clinical diagnosis 
of meningo-vascular syphilis and brain tumor. The 
pathological diagnosis was endothelioma of the 
dura. In the second case the clinical diagnosis had 
been coronary thrombosis versus acute abdomen. 
The pathological diagnosis was acute hemorrhagic 
necrosis of the pancreas. This was a very beau- 
tiful pathological specimen. The third case had 
been diagnosed rheumatic heart disease and 
obstructive jaundice. The postmortem examina- 
tion showed an acute enteritis with hemolytic 
streptococcal infection. The next case was one of 
hemiplegia. This case showed a tumor of the 
pituitary gland at autopsy. The fifth case, in 
which the clinical and pathological diagnoses 
agreed, was one of melanosarcoma, primary in 
the leg, with metastasis to the omentum and else- 
where. The sixth case showed multiple abscesses 
in the heart with staphylococcal septicemia. The 
final case was one of actinomycosis of the liver 
and kidney. 

Following the reading of the minutes of the 
previous meeting, the section adjourned. 

Willard R. Wirth, M. D. 


TOURO INFIRMARY STAFF MEETING. 

The first regular staff meeting of the Touro 
Infirmary since summer vacation was held Octo- 
ber 12, 1932, Dr. Urban Maes presiding. 


An unusual case of Von Recklinghauser’s dis-* 
ease in a white male, aged 24 years, was shown 
by Dr. Heninger. The onset of this condition had 
been in 1921 with the appearance of subcutaneous 
nodules over the body. The distribution and ex- 
tent of these nodules were about the same over 
this period of time. Some of these nodules were 
quite painful. The patient’s condition remained 
about the same until approximately six months 
ago, when he began to experience some difficulty 
in walking and occasionally would fall down. The 
unusual featuers in the case were the peculiar 
distribution of pigmentation, the unusual location 
of nodules in the intercostal spaces and around 
the posterior nerve roots, the presence of two 
hard masses in the abdomen, and the definite 
bilateral foot drop and motor disturbances of the 
lower extremities. A nodule removed from the 
arm and subjected to pathological examination 
showed a typical neurofibromatosis. 

Dr. Anderson discussed the neurological aspects 
of the case, stating that the spinal fluid was nega- 
tive and there was no subarachnoid block. He be- 
lieved the paresis of the lower extremities due 
to pressure on the posterior motor nerve roots. 
He expressed the opinion that cranial nerve in- 
volvement was to be expected later. Lamnectomy 
was suggested as a possible palliative procedure 
for this pressure in the near future. The prog- 
nosis was very unfavorable. 

Dr. Lemann spoke of the level of partial anes- 
thesia found in the case extending up to the 
eighth dorsal segment. The nature of the two 
large abdominal masses was undetermined. 

Dr. Heninger presented a second case in con- 
siderable detail. A young white boy, aged 14 
years, had received a prophylactic dose of anti- 
tetanic serum two hours after a nail puncture. 
There were no ill effects for the next thirty hours. 
Two days later the boy developed soreness in 
the left axilla and malaise. This axillary pain 
was thought to be due to enlarged axillary glands 
found at that time which were quite tender. The 
inguinal and cervical glands were also enlarged, 
and there was a low grade temperature to 
100 2/5°. The pain became more marked and 
the condition persisted for about three days. Con- 
sidering the. possibility of infectious mononucleo- 
sis, a blood count was made which was of no 
significance. Upon the sixth day following the 
administration of the antitoxin an urticaria de- 
veloped which disappeared under medication in a 
short time. On the tenth day the patient began to 
complain of alternate cold and burning sensations 
in both feet and it was noticed that there was a 
peculiar gait. He was free of fever at this time 
and had none for the previous four days, nor did he 
ever develop any later. The patella reflexes were 
active at that time. Twenty-four hours later the 
patient was completely unable to walk and was 
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unable to stand. That day he was seen in 
consultation by Dr. Butterworth and Dr. Daspit. 
Dr. Daspit’s opinion was that the boy had an 
ascending myelitis. He was removed to the hos- 
pital, and following an irregular course of im- 
provement and then rapid retrogression, the pa- 
tient died on the sixteenth day while being trans- 
ported to the only available respiratory for the 
treatment of a suddenly developing respiratory 
paralysis. 

Dr. Butterworth discussed the case and enum- 
erated the positive findings found by him on his 
examination. Dr. Holbrook stated that he has had 
six cases of myelitis following vaccination, tw> 
of which cases went on to a fatal course. Dr. 
Cameron referred to an article published in the 
Journal of the American Medical Association in 
April, 1930, which discussed fifty cases of peri- 
pheral palsy due to the administration of all sera. 
Two or three of these had received antitetanic 
serum. None of them resembled this case of 
Dr. Heninger’s in all its aspects. Apparently there 
has been no such case recorded previously. Dr. 
Von Meysenbug mentioned an observation that 
he had made regarding enlargement of the left 
axillary glands with edema of the axilla and 
sometimes edema of the legs following adminis- 
tration of antitetanic serum in children. Both 
of these cases had had diphtheria toxoid; both 
went on to an uneventful recovery. Dr. Rives 
emphasized the extreme rarity of such a catas- 
trophe, enumerating the large number of patients 
receiving prophylactic antitetanic serum at Touro 
and at Charity Hospital without untoward results. 
In thirteen years of experience with the adminis- 
tration of large numbers of such injections he 
has seen only one rather severe reaction with 
recovery. 

Dr. Efron spoke of the importance of prelimi- 
nary testing for sensitivity by an intradermal 
injection. 

Dr. Heninger stated that he had been unable 
to find a similar case reported any where. The 
boy had had toxoid as a child, and there was a 
history of allergy in the boy’s father. 

A very detailed description, explanation, and 
discussion of Schilling’s hemogram was then pre- 
sented by Dr. Hosen. Large drawings of the 
various cells to be recognized and counted in 
such a differential count were displayed, as were 
also the hemograms during the progress of sev- 
eral cases. Dr. Levin spoke of a case of gan- 
grenous appendicitis in which the hemogram had 
justified immediate operation in spite of the mild 
clinical symptoms. 

Dr. Witherspoon offered a short discussion on 
a simple method for determining the sex of the 
new born with abnormal genital formation. He 


suggested that catherization of the presenting 
orifice be done, in which case the securing of urine 
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from such an orifice would justify the diagnosis 
of the child being a male. 
The usual discussion of case records was dis- 
pensed with. 
Willard R. Wirth, M. D. 


STAFF MEETING OF THE KING’S 
DAUGHTERS’ HOSPITAL, GREENVILLE, 
MISSISSIPPI. 

The staff of the King’s Daughters’ Hospital 
resumed its monthly meetings on September 14, 
after having taken a vacation during the month 
of August. 

The meeting was called to order by the presi- 
dent, Dr. John Archer, after a delightful dinner 
was served at seven o’clock. Those present were: 
Drs. Archer, Wilson, Shackelford, Davis, Beals, 
Pegues, Lucas, Hugh Gamble, Beck, Thompson, 
White, Acree, Paul Gamble. Lewis, Dickens, 
Payne, Hirsch and Eubanks. 

The minutes of the previous meeting were read 
and a discussion was had of the work of the 
hospital for the month of July and August. 

A motion was made and carried that the Octo- 
ber meeting of the staff be held on the first 
Wednesday instead of the second Wednesday on 
account of the meeting on the second Wednesday 
of the Delta Medical Society at Greenwood. 

Dr. L. C. Davis brought before the meeting 
a request from the State President of the Ladies 
Auxiliary to the State Medical Association that 
all wives be urged to attend the meeting of the 
Delta Medical Society at which time it is hoped 
there will be organized an auxiliary to the Delta 
Medical Society. 

Motion was made and carried that a committee 
be appointed to invite the Delta Medical Society 
to meet next April in Greenville. Dr. Archer 
announced that he would appoint the committee 
later. 

The health officer of Washington County gave 
a report of the communicable diseases reported 
during July and August. 

A case report of “Toxemia of Pregnancy” was 
given by Dr. J. B. Hirsch, and discussed by Drs. 
Lewis, Hugh Gamble, Lucas and Thompson, with 
the discussion closed by Dr. Hirsch. 

A case report, “Ulcer of Cornea” was given 
by Dr. Pegues, and discussed by Dr. L. C. Davis. 

F. M. Acree, Secretary. 


STAFF MEETING OF THE KING’S 
DAUGHTERS’ HOSPITAL, GREENVILLE, 
‘MISSISSIPPI. 

October 5, 1932. 

Dinner was served at 7 p. m. Immediately fol- 
lowing the dinner, the meeting was called to 
order by the president, Dr. John Archer. Those 
present were: Drs. Archer, Lewis, Dickens, Lucas, 
Wilson, Hugh Gamble, Thompson, White, Pegues, 
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Acree, Beals, Payne, Hirsch, Paul Gamble, Eu- 
banks. : 

There were present as guests Dr. A. J. Milne 
of Jackson, who is substituting for Dr. Shackel- 
ford as County Health Officer, and Dr. F. M. 
Acree, Sr., of Dover, Tennessee. 

The minutes of the previous meeting were read 
and a report of hospital work for September. 

A committee was appointed by the president, 
Dr. John Archer, to invite the Delta Medical So- 
ciety to meet in Greenville next April. This com- 
mittee comprised Drs. Payne and Lewis. 

A case report, “Angina Pectoris with Embolus 
of Femoral Artery,” was given by Dr. T. B. 
Lewis and discussed by Drs. Hugh Gamble, Payne, 
and Archer, the discussion being closed by Dr. 
Lewis. 

A case report, “Inguinal Adenitis with Specific 
Reference to Lymphogranuloma Inguinale,” was 
given by Dr. C. P. Thompson and discussed by 
Drs. Hugh Gamble and Eubanks, the discussion 
being closed by Dr. Thompson. 

The health report for Washington County for 
September was given by Dr. Milne. 

Dr. F. M. Acree, Secretary. 
Greenville, Oct. 11, 1932. 


STAFF MEETING OF THE KING’S 
DAUGHTERS’ HOSPITAL, BROOKHAVEN, 
MISSISSIPPI. 

Regular monthly meeting of Brookhaven King’s 
Daughters’ Staff called to order promptly at 7:30 
p. m. by the president on October 4, 1932. Usual 
order of business was carried out with especial 
study being given the cases of mortality during 
the preceding month. The maternity center plan 
was advocated to the staff and was accepted 100 
per cent. We hope that we will thus do our 
part in helping to lower the death rate in obstet- 
rics in the state of Mississippi. The meeting was 
then turned over to the program committee. Dr. 
J. R. Markette read a paper “Kerosine Poison- 
ing,” which was very well received. This paper 
was in detail with especial reference to the com- 
plications. Dr. R. S. Savage then presented two 
eases of thrush which so closely simulated diph- 
theria that antitoxin was administered in both 
cases, the patients finally clearing up on topical 
applications of gentian violet. The meeting then 
adjourned until the first Tuesday in November. 

Other news of interest to the staff is that Dr. 
Warren’s wife has been quite ill but has now re- 
covered sufficiently to be among her friends again. 
Another item is the honor that was bestowed on 
Dr. W. H. Frizzell when his picture and history 
were carried in a recent issue of the New Orleans 
Medical and Surgical Journal. 

R. S. Savage, Secretary. 
Brookhaven, Oct. 13, 1932. 


STAFF MEETING OF THE McCOMB CITY . 
HOSPITAL. 

The meeting of the Medical Staff of the Mc- 
Comb City Hospital was held at the institution, 
Thursday evening, September 29. 

The following officers were elected for the 
coming year: President, Dr. Robert H. Brumfield; 
Vice-President, Dr. Thomas Purser; Secretary, 
Dr. L. J. Rutledge. 

Those present were: Drs. L. H. Bauer, R. H. 
Brumfield, W. F. Cotton, W. C. Hart, B. J. Hewitt, 
Thomas Purser, Gladys Ratcliff, M. D. Ratcliff, and 
L. J. Rutledge, and Ethel W. Ormsby, Superin- 
tendent. 

Ethel W. Ormsby, R. N., Superintendent. 
McComb, October 8, 1932. 


STAFF MEETING OF THE WILLIS WALLEY 
HOSPITAL. 


The regular meeting of the staff of the Willis 
Walley Hospital was held on Friday night, Oc- 
tober 7. 

After a dinner the business of the hospital was 
taken up. The matter of getting out a bulletin 
was discussed and referred to a committee to 
get further information as to costs, etc. 

The matter of cost per capita patient as com- 
pared with the State Charity Hospital was dis- 
cussed, and it appears that the Charity Hospital 
can carry patients for somewhat less than half 
the cost of a private hospital. 

Dr. H. F. Magee reported a very interesting 
case of allergy due to eating raw corn meal. The 
patient had been afficted with a peculiarly free 
flow of saliva with swollen lips, more or less for 
several years, and had been to many doctors with- 
out relief. In response to questioning it devel- 
oped that when she made up cornbread she would 
eat a little of the raw meal. This habit stopped 
she returned to normal. The condition could be 
brought on by a repetition of the same habit. 

Dr. J. H. Thompson reported an interesting 
case of a tumor in the stomach of a small boy, 
of many weeks standing, which proved to be a 
mass of persimmon seed and hulls. The mass 
was rather hard and dry, and had a sort of crust 
around it. The child was operated upon and the 
mass removed through an opening in the stomach, 
with uneventful recovery. 

Dr. Walley presented a clinical case of unusual 
interest for diagnosis—a case of pregnancy in a 
young woman complicated with a fibroid tumor. 
The patient will remain under observation for a 
while to see if the growth of the fibroid is pro- 
gressive. 

D. W. Jones, Secretary. 
Jackson, October 7, 1932. 
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STAFF MEETING OF THE MISSISSIPPI 
BAPTIST HOSPITAL. 

The staff met in the dining room of the hospital 
at 6:30 p. m. and a delightful meal was served. 
At the close of the meal the minutes were read 
and adopted as read. Mr. Alliston, the superin- 
tendent, made a short talk on the conditions of 
the hospital which were very favorable in every 
way, also he presented to the staff one of the 
members of the Board of Trustees. 

Dr. Ainsworth was out of the city and his case 
reports was carried over to the next staff meeting. 

Dr. Bullock presented a case, 

White female, aged two and one-half years, 
who started with a rather high temperature which 
went higher and was followed by convulsions and 
at the onset looked like an intestinal toxaemia 
case. A blood count was made at home and found 
to be 38,000 with 84 per cent polymorphonuclears 
and patient was brought into the hospital. On 
admission was quite sick with fever 106° F. and 
shallow respiration at a rate of 50-60. Other- 
wise, the physical findings were normal. The 
past history was clear except for the fact that 
at the time the child was a few months old the 
family had been told that a congenital heart lesion 
was present but there was no evidence at the 
present time of such. Child was constipated and 
always had been. Radiographs of the chest were 
clear, though the heart looked enlarged. The tem- 
perature was high and of the septic type decreas- 
ing each day till the sixth day when it became 
normal. The white blood count also decreased 
accordingly to 14,000 where it remains now, two 
weeks after discharge from the hospital. Blood 
culture showed a growth in 72 hours of a gram 
negative diplococcus but could not be absolutely 
identified by the laboratory. The only diagnosis 
that could be made was a blood stream infection. 
A further check up shows that the heart has re- 
turned to its normal size now which is about 
half the size it was at the onset of the disease. 
Mr. Palmerlee discussed the laboratory side of 
the case stating that the organism could not be 
identified and showed the pictures that had been 
made. Dr. Garrison, Sr. discussed the case and 
thought that it was probably an upper respiratory 
infection with a gastro-intestinal toxemia. 

Mr. Palmerlee showed some plates made of one 
of the nurses in the hospital who had been sick 
for a long time with a respiratory infection which 
at first was diagnosed tubercular pneumonia of 
the right apex but which resolved itself slowly 
but surely as was shown by pictures in series over 
a period of two and a half weeks. 

Dr. Long, who had been treating the case, dis- 
cussed the clinical side which seemed interesting 
from the standpoint that the nurse had a relative- 
ly low grade fever with a rather severe infection 
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which has been slow in subsiding. Now the ra- 
tient is very much better and yet shows some 
rales in the apex though the picture is clear from 
the roentgen ray standpoint. 

Lawrence W. Long, Secretary. 
Jackson, October 5, 1932. 


STAFF MEETING OF THE VICKSBURG 
SANITARIUM. 

The regular monthly meeting of the Staff of 
the Vicksburg Sanitarium was held on October 
10. After a consideration of the reports from the 
records department and analysis of the work of 
the hospital for the month, Dr. F. Michael Smith, 
Director, reported on the births and deaths 
occurring in the county. 

Special Case Reports were presented as follows: 

1. Single Harelip—Mirault Operation.—Dr. A. 
Street. Discussed by Dr. J. A. K. Birchett, Jr. 

2. Persistant Renal Hematuria of Obscure Ori- 
gin.—Dr. J. A. K. Birchett, Jr. Discussed by Drs. 
A. Street. L. S. Lippincott and S. W. Johnston. 

3. Acute Poliomyelitis, Preparalytic, Treated 
With Convalescent Serum; Recovery Without 
Paralysis.—Dr. G. C. Jarratt. Discussed by Drs. 
S. W. Johnston, G. W. Gaines, A. Street, G. M. 
Street, and L. S. Lippincott. 

4. Traumatic Injury of Foot With Infection 
and Gangrene; Amputation—Dr. R. A. Street, 
Jr. Discussed by Drs. G. M. Street, J. A. K. 
Birchett, Jr., and A. Street. 

Dr. L. S. Lippincott discussed the Clinical Ap- 
plication of Blood Chemical Analyses. 

Three-minute reports of the literature of the 
month were given as follows: 

1. Dr. A. Street.—Tumors of the Small In- 
testine. 

2. Dr. L. S. Lippincott.—Standards In Gastric 
Secretion. 

3. Dr. J. A. K. Birchett, Jr.—Hernia in the 
Infant. 

A lunch was served at adjournment. 


Abstract.—Persistant Renal Hematuria of Ob- 
scure Origin.—Dr. J. A. K. Birchett, Jr. 

Patient.— White female, aged 24 years, mar- 
ried, one child, one miscarriage, housewife. Chief 
Complaint.—Passing blood in urine with pain 
over bladder, onset 24 hours previous. History of 
Present Complaint—Had had present complaint 
off and on for past three years; longest time free 
of symptoms was six months in 1930; had had 
attacks every two to three months since then. 
Past History.—No serious childhood diseases. 
Pelvic operation in January, 1932, tonsillectomy 
in June, 1932. One child living and well; one 
miscarriage in 1930; had to have curettage to 
relieve flooding following abortion. Had had at 
least 30 cystoscopic examinations with treatment 











of kidneys and oil treatment of the bladder. No 


heart attacks, no cough no loss of weight. Diges- 
tive function normal; good appetite; suffered with 
constipation. No tuberculosis or cancer in family. 
In 1930 had similar complaint and examination 
in this clinic showed bleeding from left kidney. 
After several cystoscopic treatments the bleeding 
cleared up and there was no illness until March, 
1931, when she came in complaining of uterine 
bleeding with passage of blood clots following 
two months of amenorrhea. A curettage was 
done for this flooding and microscopic examina- 
tion proved an incompete abortion. After this 
there was no illness or recurrence of hematuria 
until October, 1931, when patient began to com- 
plain of malaise, loss of weight, severe pain in 
left lower quadrant of abdomen and the return 
of the hematuria. Cystoscopic lavage of left 
renal pelvis, whence the blood was coming, cleared 
up the hemorrhage for a few days following treat- 
ment, but bleeding would promptly recur and 
pain in left ovarian region became more evident. 


At this time the patient was seen in consulta- 
tion with another surgeon and though we did 
not find any marked pathology except a very 
tender ovary there was a low grade fever 
present and an increase in the leukocyte count. 
For this reason we thought an infection was 
produced by the abortion early in the year. Lap- 
arotomy was advised mostly as an exploratory 
measure. This was done with removal of a 
chronically diseased left tube and appendix. The 
ovaries were normal; the kidneys were palpated 
and found to be of a normal shape, size and con- 
sistency and not abnormally mobile. The patient 
made an uneventful recovery and for a period 
of a few months following operation improved in 
general health and the hematuria ceased. How- 
ever, in three months or about June of this year 
there was a return of the previous symptoms 
with severe headaches and at this time the com- 
plaint of sore throat, which had been sought for 
in previous histories but not found. The tonsils 
were only moderately diseased. The hematuria 
on cystoscopic examination at this time was noted 
from the right kidney pelvis and not from the 
left as in all previous examinations. Hematuria 
never had been bilateral. The urine was again 
injected into a guinea pig as the urine from the 
left kidney had been and gave negative results. 
No tubercle bacilli were found at any time. 
Staphylococcus albus was recovered from cultures. 
The tonsils were removed at this time, though 
we informed the patient that we could not say 
the tonsils were the active focus of the irritating 
infection anymore than we could say that two 
dead teeth which had been detected earlier in 
the complete physical examination were not the 
cause of her trouble. The two teeth being front 
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ones, this patient wanted to retain them as long 
as she possibly could for cosmetic reasons and 
wanted the tonsils removed first. After tonsil- 
lectomy the patient’s hematuria disappeared and 
her general health improved rapidly. She gained 
weight up to her usual standard. The hematuria 
again developed after a rather active and much 
enjoyed summer vacation and a long automobile 
drive back home. She was seen on September 
15 with urine loaded with pus and many fresh 
blood cells but no organisms. Cystoscopic exam- 
ination showed bleeding from the left kidney. The 
renal function was again done and showed a low 
normal, right kidney 30 per cent, left 42.5 per 
cent. The roentgenogram at no time during her 
many urological examinations had shown any 
renal or urethral shadows suspicious of stones 
and the pyelograms showed normal size and con- 
tour, ruling out malignancy or growth of renal 
tissue. We again made a roentgen ray examina- 
tion of the dead teeth and found the process of 
absorption more active and we again urged that 
these be extracted as the last possible focus that 
could be present and stimulating an irritation in 
the renal pelvis. 


This case is of especial interest because of a 
very persistant and discouraging renal hematuria 
not only from the standpoint of a discouraged 
patient but from that of the physician as well. 

The common causes of renal hematuria such 
as stone, tuberculosis and malignancy we feel 
have been ruled out. We believe that we are deal- 
ing with a focus of infection which after reduc- 
tion of resistance by over stimulation or work 
or exercise has a special predilection for renal 
tissue with resulting ulceration of the renal sur- 
face and subsequent bleeding. All possible loca- 
tions of focal infection have been studied with 
negative results, i. e. sinus, gallbladder, intestinal 
tract, cervix. The only suspicious foci were two 
dead teeth, slightly diseased tonsils, and mild pelvic 
inflammatory disease. So far following the ex- 
traction of the two teeth, our last procedure per- 
formed in the hope of combating this systemic 
disturbance, the hematuria has again ceased. We 
are hopeful that now the last possible focus has 
been removed and we will get relief from the 
alarming hematuria. 

Abstract.—Traumatic Injury of Foot With In- 
fection and Gangrene; Amputation.—Dr. R. A. 
Street, Jr. 

Patient.—Colored male, aged 20 years, single, 
working as a helper in a levee camp; admitted to 
hospital August 30, 1932. Chief Complaint.— 
Fever; general malaise; pain, swelling, numbness 
and foul odor of right foot for past two days. 
Present Illness.—Onset August 26. Pain, numb- 
ness, and bleeding of right foot following an in- 
jury by a heavy metal piece jamming against it. 
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Wound was dressed shortly after by a physician, 
foot examined by roentgen ray, and patient kept 
from work. There was considerable pain the next 
day and foot was moderately swollen; moderate 
bleeding persisted. General condition good until 
August 28, when patient began to feel feverish 
and had no appetite; noticed swelling of the right 
ankle and foot was beginning to increase and 
there was a painful gland in the right groin. Symp- 
toms became increasingly worse until admission 
to hospital, when the area had begun to have a 
foul odor and the swelling had extended up the 
leg beyond the ankle; no chills noted; mentally 
clear. Physical Examination—A young colored 
male, acutely ill and looking very toxic. Tempera- 
ture 101.4° F.; pulse 144, full; respiration 22, 
shallow and rapid; blood pressure normal. Sclerae 
of both eyes were icteric. Tongue coated and 
dry. Acceleration of the heart rate with force- 
ful, regular sounds. Abdomen apparently nega- 
tive with some question of enlargement of the 
spleen. Right foot showed a lacerated area in- 
volving the first, second and third toes and ex- 
tending as far as the metatarso-phalangeal joint. 
These three toes were greenish black and had a 
very foul odor. The whole foot, ankle and lowed 
one-half of the right leg were edematous and 
gave a feeling of crepitation in the soft tissue. 
The pulsation of the dorsalis pedis artery was 
felt and pulsation of the posterior tibial artery 
also was present. Much tenderness over entire 
foot and ankle. A large tender lymph node in 
the right groin about the size of an almond; no 
streaks noted. Blood: Leukocytes 6,600; lympho- 
cytes 16 per cent, monocytes 2 per cent, poly- 
morph. neutrophils 82 per cent; no malaria found. 
Urine showed a large trace of albumin. Course 
and Treatment.—Immediate operation advised. 
Patient was given 1000 cc. of 5 per cent glucose 
intravenously and then sent to operating room. 
The three toes were amputated at the metatarso- 
phalangeal joints, the area scarified and cleansed 
and several long incisions made along the ankle 
for open drainage. Ether anesthesia was used 
because of crepitation of soft tissue. Given 100 
units of perfringens antitoxin immediately and 
3000 units of tetanus antitoxin the next day. 
Several days later, a low leukocyte count was 
again found and malarial parasites demonstrated. 
This was of considerable interest in view of the 
previous poor prognosis given on account of a 
low total leukocyte count with a high percentage 
of polymorphonuclears. Quinine therapy was 
started immediately. For the first week there was 
a septic course but thereafter improvement was 
continuous, with no signs of anerobic infection. 
Three weeks after operation the granulating sur- 
face was skin grafted from the abdominal wall. 
The graft is doing well at the present time but 


there is still some sero-purulent drainage. General 
condition of patient excellent. Pathological re- 
port by Dr. Lippincott: Gangrene of toes. Smears, 
cultures, and animal inoculations showed tetanus 
bacilli. No Welch bacilli were found. 


Abstract: Acute Poliomyelitis, Preparalytic, 
Treated With Convalescent Serum; Recovery 
Without Paralysis.—Dr. G. C. Jarratt. 


Patient.— White female, aged 7 years. Admitted 
to Hospital Aug. 23, 1932. Chief Complaint.— 
Fever, pain in neck and right shoulder. Present 
IlIness.—Child was in good health until morning 
of day before admission when she awoke and 
complained with pain in the back of the neck. 
Played all day and toward evening began to com- 
plain of pain being worse also of pain in right 
shoulder; temperature 101° F. This morning 
temperature of 102° F. and pain much worse in 
neck and shoulder; some headache; nausea but 
no vomiting. No diarrhea, convulsions, muscular 
twitching; no recent respiratory infection; no 
injury. Past History.—Pertussis at age three; 
chicken-pox at age five; tonsillectomy in 1928 fol- 
lowing frequent colds and otitis media. Toxoid 
with negative Schick test; vaccinated against 
smallpox unsuccessfully; appendectomy in March, 
1932. At time of operation tubercular infection 
found in terminal ilium. The tubercle bacilli have 
been found in stool on several occasions since; also 
a positive 1-1,000 Mantoux test; no other lesions of 
tuberculosis found. Family History.—Not remark- 
able. No tuberculosis contact. Physical Exami- 
nation.—Well developed and nourished child, 
acutely ill, complaining of pain in neck and right 
shoulder. Pupils unequal, left dilated more than 
right; react to light and accommodation equally. 
Some swelling of membranes of nose but no dis- 
charge; no membrane. Teeth in fair condition. 
Mouth and throat showed no redness or membrane; 
no glands of pharynx enlarged; no posterior nasal 
drip. Some stiffness of neck with painful flexion, 
jerky in nature; no pain on lateral movement or 
limitation of movement; some pain on forced ex- 
tension. Chest, abdomen, and genitalia not re- 
markable. Central Nervous System: Stiffness of 
neck; knee jerks normal; Kernig’s sign negative; 
Babinski and Brudzinski negative; no ankle 
clonus; markedly positive “spine sign.” When 
hand held under occiput and raised, whole body 
rises due to pain in spine. Some pain in muscles 
of right shoulder upon active and passive motion. 
No muscular weakness or spasticity. No nystag- 
mus. Spinal puncture made under gas anesthesia; 
15 ce. of clear, colorless fluid obtained under 
marked increased pressure. Total cell count 160; 
differential leukocyte count: small lymphocytes 
10 per cent; polymorphonuclears 90 per cent. 
Globulin increased; sugar, quantitative, 110 mg. 
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per 100 cc.; chlorides 760 mg. per 100 cc. Colloidal 
gold test negative; Wassermann, Kahn, and Kline 
and Young tests negative. No tubercle bacilli 
or other organisms found in smears. Cultures 
negative. 

Blood: Leukocytes 10,400; small lymphocytes 
28 per cent, large lymphocytes 2 per cent, mono- 
cytes 2 per cent; polymorph. neutrophils 68 per 
cent; no malaria found. Urine, by catheter, not 
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remarkable. Course and Treatment.—Diagnosis- 
of poliomyelitis was made and 100 cc. of whole 
citrated blood from an old paralytic case of polio- 
myelitis was given intramuscularly. There fol- 
lowed an uneventful recovery and by September 
24 was up and about having been discharged on 
September 10. There was no residual paralysis. 
Guinea pig was inoculated and thus far is active 
and apparently in good health. 
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CALENDAR. 

November 2—Clinico- Pathological Conference, 
Touro Infirmary, 10:30 A. M. to 11:30 A. M. 

November 4—Physiology Seminar, Tulane Medi- 
cal School, 5 P. M. 

November 7—Eye, Ear, Nose and Throat Hos- 
pital Staff, 8 P. M. 

November 9— Clinico- Pathological Conference, 
Touro Infirmary, 10:30 A. M. to 11:30 A. M. 

November 9—Touro Infirmary Staff, 8 P. M. 

November 10—French Hospital Staff, 8 P. M. 

November 11—Physiology Seminar, Tulane Medi- 
cal School, 5 P. M. 

November 14—ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. 

November 15—Charity Hospital, Medical Section, 
8 P. M. 

November 16 — Clinico - Pathological Conference, 
Touro Infirmary, 10:30 A. M. to 11:30 A. M. 

November 16—Charity Hospital, Surgical Section, 
8 P. M. 

November 17—Eye, Ear, Nose and Throat Club, 
8 P. M. - 

November 18—I. C. R. R. Hospital Staff, 12 Noon. 

November 18—Physiology Seminar, Tulane Medi- 
eal School, 5 P. M. 

November 18—Mercy Hospital Staff, 8 P. M. 

November 22—Baptist Hospital Staff, 8 P. M. 

November 23 — Clinico - Pathological Conference, 
Touro Infirmary, 10:30 A. M. to 11:30 A. M. 

November 25—Physiology Seminar, Tulane Medi- 
cal School, 5 P. M. 

November 28—ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. Election of Delegates to 
the Louisiana State Medical Society and 
nominations for officers for 1933. 


During the month of October besides the regu- 
lar meeting of the Board of Directors the Society 
held one joint scientific and third quarterly execu- 
tive meeting and one regular scientific meeting. 


At the joint scientific and third quarterly ex- 
ecutive meeting the following program was 
presented: 


The Place of Electrocardiograph in Medicine. 
SMR at Ea ND te I Dr. Warren L. Rosen 
Discussed by Dr. Randolph Lyons. 

Review of 96 Cases of Abscess of the Liver. 
ESRC ace a Dr. Hermann B. Gessner 
Discussed by Drs. Alton Ochsner, Sidney K. 

Simon, D. L. Watson, E. H. Walet, Ran- 
dolph Lyons and closed by Dr. Gessner. 

The Importance of the Reticulocyte Count in the 

Diagnosis and Treatment of Anemia. 
(ERIE AES SE MD Me Moree Dr. F. M. Johns 
Discussed by Dr. J. H. Musser. 

Reports of the Officers and of the special and 

standing committees for the Third Quarter. 

The Condolence Committee presented the follow- 
ing resolutions on the deaths of Dr. Paul J. Gelpi 
and Dr. Paul L. Reiss: 

With a profound sadness and sense of bereave- 
ment of the irreparable loss of an honored and 
distinguished member and Ex-President of our 
Society, Paul J. Gelpi, we lament his premature 
demise and record: 


IN MEMORIAM 

A tribute to his intellectual excellence, noble 
character, innate probity and lofty ideals, and also 
this our grateful appreciation of the one grand 
tendency of his life and personality to elevate the 
whole tone of the profession he loved so well. 

Our lamented comrade was gifted with the essen- 
tial qualities which grace a lofty character, the 
union of greatness of soul with depth of heart 
and a profound emotional and moral nature, rare 
qualities, which endeared him to all, the poor as 
well as the rich and the ignorant as well as the 
literate. 

His geniality was proverbial, his friendship was 
sincere, his love was unbounded and his heart was 
overflowing with sympathy, attributes for which 
he was universally loved and respected by his con- 
freres and proclaimed him a stalwart leader of the 
profession he had served so nobly and so well. 

His learning, his logical deductions, his unusual 
power of observation, his unbounded energy and 
his skill with the scapel made him a surgeon of 
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note in his chosen specialty; and his eloquence, 
his ability to impart knowledge, his enthusiasm 
and his unusual experience qualified him as a dis- 
tinguished teacher of his art. 

Although a bold and fearless advocate of his 
views, he was never contumacious. His arguments 
always concise, condensed, incisive and logical 
were advanced in his debate with grace and pre- 
cision. His mind was ever opened to conviction. 
He respected the ideas of his opponents. The 
clarity of his reasoning commanded the admira- 
tion and the respect of his most bitter adversaries. 
Always diplomatic but never compromising with 
principle. 

He was the recipient of many honors for we 
knew that by honoring him we honored ourselves. 
In the administration of affairs he was singularly 
well adapted. Whether on Committees or in the 
Presidency he indefatigably labored for the ad- 
vancement of medicine. His activities and his suc- 
cesses emblazon an imperishable page in the 
history of our Society. 

Although we deeply deplore the parting of our 
friend azd associate, Paul J. Gelpi, we glorify in 
the knowledge that he still lives and that his in- 
fluence is still manifest, for his life was a glorious 
service and his memory is a benediction which 
radiates an example which will redound to the 
greater benefit of our profession for years to come. 

REQUIESCAT IN PACE. 


It is our sad mission to record the rather sudden 
death of Dr. Paul Louis Reiss, who passed to the 
great beyond on September 12, 1932. 

Though he had not enjoyed good health for 
many months, he continued his duties as well as 
his daily routine until a short time ago when he 
was acutely stricken. Everyone hoped that ulti- 
mately he would convalesce, as had been the his- 
tory of his past attacks, but unfortunately his 
time had come and he did not possess the neces- 
sary resistance to safely bring him through this 
illness. 

Dr. Reiss graduated from the Medical Depart- 
ment of Tulane University in 1890. Immediately 
he left for Europe and matriculated at the 
University of Paris where he received his diploma 
in 1894, having devoted a great part of his time 
to the eye. Following his studies in France he 
spent two years visiting the various clinics of 
Berlin and Vienna and received instructions from 
the outstanding specialists of that time. In 1896 
he returned to New Orleans and entered practice, 
which he continued up to the time of his death. 

Dr. Paul L. Reiss was a prince of men. 
Though quiet in disposition, rather reserved in his 
demeanor and modest in his knowledge, he kept 
abreast of the times and enjoyed the distinction 
of being an outstanding man in his particular 
specialty. Those who were near to him, friends, 
professional confreres and patients alike, all 
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appreciated his thorough love of mankind and his 
desire at all times to care for those who had little 
of the earthly gifts. The association of the humble 
fisherman and his simple life was as much enjoyed 
by him as the contacts he gained through his many 
memberships in clubs and carnival organizations, 
Bigotry and race antagonisms had no place in his 
personality. He loved life and everything that it 
offered, and in return gave to humanity and the 
world at large, many years of honest and intelli- 
gent effort in his field of endeavor. 

A kind, charitable, and painstaking surgeon; a 
courteous and polished gentleman of the old school; 
a loyal friend who at all times sought to aid, and 
even support those who came to him for counsel, 
advice, and assistance—in all but a part of his 
admirable character. 

“All that live must die, 
Passing through nature in eternity.” 


The following resolution was presented to the 
General Body and according to the By-Laws has 
to lay over to the meeting of October 24 for 
final action: 

The Board of Directors feels that since news- 
papers in the City of New Orleans are not de- 
sirous of accepting medical articles without the 
signatures of the physician, and since the Times- 
Picayune is now publishing the syndicated talks 
of Dr. Frank McCoy, a Chiropractor, and since 
it is possible to have authenticated articles by 
reputable physicians if the signature of the physi- 
cian were allowed 

BE IT RESOLVED, That it is the unanimous 
opinion that it is within the ethics of the Orleans 
Parish Medical Society that physicians occupying 
full time teaching positions and not practicing 
medicine on the outside shall be authorized to 
write articles for the lay press and to sign one’s 
own name providing that these articles shall have 
the approval of the Publicity Committee of the 
Orleans Parish Medical Society. 

The proposed New Orleans Public Health Insti- 
tute being organized in the City of New Orleans 
was discussed and the Society declared this 
Institute as being unethical and codemns such an 
organization. Any member connecting himself 
with this Institute makes himself liable to expul- 
sion from the Society. 

The special committee on Collection Agency re- 
ported at this meeting and final action is to be 
taken on this matter at the meeting of October 24. 


At the meeting on October 24 the following 
program was presented: 
Eyes and Teeth. 
By: saa 1 Dr. Chas. A. Bahn 
Discussed by Drs. C. S. Tuller, F. M. Johns, 
Ruth Aleman, W. A. Lurie, S. L. Tiblier 
and G. L. Hardin. 
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The Psychiatric Clinic. 
| ARTES a IRE cer, RUS atrmeret Dr. Henry Daspit 
Discussed by Drs. E. McC. Connely, L. L. 
Cazenavette, and W. J. Otis. 
Artificial Insemination. Report of Cases. 
| Ee ee ee NOE ee Dr. Joseph Cohen 
Discussed by Drs. W. A. Reed, H. W. E. 
Walther, A. Jacobs, R. L. Gordon. 

Final action on a Collection Department being 
established by the Orleans Parish Medical Society 
was postponed until a later date. 

The resolution introduced at the meeting of 
October 10 whereby full time teachers in the 
local medical schools would be allowed to sign their 
names to articles intended for the lay press was 
finally acted upon unfavorably. 


During October the President sent out a letter 
to the Membership asking that they pay their 
Poll Tax NOW. Your cooperation in this matter 
will be appreciated. 


STANFORD E. CHAILLE MEMORIAL 
ORATION. 

Dr. Joseph C. Bloodgood of Johns Hopkins Hos- 
pital will deliver the Stanford E. Chaille Memorial 
Oration on the night of Monday, December 19, 
1932, His subject will be, “What Every Doctor 
Should Know About Cancer.” 

Dr. Bloodgood plans to spend several days in 
New Orleans at which time he will give a series 
of demonstrations on all types of malignant new 
growths. 

This oration is intended for all members of the 
profession in the City and State. Dentists, nurses 
and medical students are cordially invited to hear 
Dr. Bloodgood. 


THE COMMUNITY CHEST. 

The people of New Orleans will be asked to 
pledge $813,555, the same amount that they 
pledged last year, to the Community Chest in the 
ninth annual campaign, November 14 to 25, 
John X. Wegmann, president, announced. Charity 
and social work needs which must be met apart 
from New Orleans’ problem of widespread unem- 
loyment are included in the Chest goal. The 


amount raised by the 3000 campaign workers- 
under General Chairman Joseph Haspel must take 
care of the bulk of permanent charity work in 
New Orleans. Agencies participating in the Chest 
fund are dependent for their 1933 work on the 
goal being reached, Mr. Wegmann stated. In set- 
ting the goal, the Chest board contemplated in- 
creased demands on the agencies, but expected that 
economy of operation and the increased purchasing 
power of the dollar would enable them to hold 
fast their lines and maintain their present volume 
of work in 1933. 


TREASURER’S REPORT. 
ACTUAL BOOK BALANCE 8/31/32......$1,369.26 


eG . RAINS eset! $1,362.60 
$2,731.86 
September expenditures: -..................--...-.0-+ $ 440.72 


ACTUAL BOOK BALANCE 9/30 /82......$2,291.14 


LIBRARIAN’S REPORT. 

Libraries of all types, all over the country, are 
bearing witness to the fact that less work has 
meant more time to study in a great many cases. 
The amount of work everywhere has been reported 
as unprecedented during the summer months. This 
state of affairs has surely been true in our own 
Library. There were almost as many doctors in 
the reading rooms and telephoning for material all 
summer as there were last winter. 

Three hundred and seven books have been added 
to the Library during July, August and September. 
Of these 130 were received by binding, 133 by 
gift, 12 by purchase and 32 from the Journal. 


The Louisville and Nashville Railroad and the 
Southern Railway Company are making special 
arrangements to handle the passengers from 
New Orleans and early points in Louisiana and 
Mississippi who will attend the meeting of the 
Southern Medical Association in Birmingham, 
November 16 to 18. 

H. Theodore Simon, M. D., 
Secretary. 











EXCERPT FROM THE SANITARY CODE 
STATE OF LOUISIANA. 

CHAPTER I. Art. 3. (a) It is hereby made 
the duty of every physician holding license to 
practice medicine in the State of Louisiana to 
report to the Louisiana State Board of Health and 
to the local Board of Health of the Municipality 
or Parish wherein such physician practices, any 
case or suspected case of communicable disease 
which he is attending or has examined or for 
which such physician has prescribed, and such 
report, with the exception of gonorrhoea, chan- 
croid and syphilis, shall state the name, age, sex 
and race of the patient, the nature of the disease 
treated and the place where the patient is to be 
found, and such report shall be made by the phy- 
sician within 24 hours of the time the physician 
first visits, examines or prescribes for the patient. 
(Franking cards and envelopes which do not re- 
quire postage will be furnished physicians.) In 
the case of gonorrhoea, chancroid and syphilis, 
the name and address only of the patient shall be 
omitted from the report to be made, unless the 
patient is a food handler, in which case give both 
the name and address of the patient and the 
employer. 

LA. STATE BOARD OF HEALTH. 


SIXTH DISTRICT MEDICAL SOCIETY. 
The Sixth District Medical Society, of which Dr. 
L. J. Williams is President, will hold its annual fall 
meeting in the City of Plaquemine, Louisiana, 
Wednesday, November 9, 1932, at 6:00 p. m. The 
following program will be presented: Urgent 
Abdominal Surgery in the Aged, by Dr. Isidore 
Cohn, New Orleans; Arthritis, by Dr. E. O. 
Trahan, Baton Rouge; The X-Ray as an Aid in 
the Diagnosis of Diseases of the Lungs, by Dr. 
Leon J. Menville, New Orleans; Inflammatory 
Diseases of the Female, by Dr. J. W. Lea, Jack- 
son. Prior to the scientific program the physicians 
of Iberville Parish will entertain the Society at a 

banquet. 

Cecil O. Lorio, M. D., Secretary-Treasurer, 

Sixth District Medical Society. 


EIGHTH DISTRICT MEDICAL SOCIETY. 

The Eighth District Medical Society, of which 
Dr. G. W. Allen is President, and Dr. J. H. Lan- 
drum, Secretary, met at Alexandria, Wednesday, 
October 26, 1932, at the City Hall. 

The list of officers elected for the ensuing year 
will be announced in next month’s issue of the 
Journal. 

Following the election of officers the following 
program was presented: Surgical Treatment of 
Strabismus, by Dr. Noel Simmonds, Alexandria; 
Radiation Treatment of Cancer of Breast, by Dr. 
S. C. Barrow, Shreveport, Past President, Louisi- 
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ana State Medical Society; Organized Medicine 
and Its Advantages, by Dr. Roy B. Harrison, New 
Orleans, President, Louisiana State Medical So- 
ciety; Chronic Osteomyelitis, Film—Motion Pic- 
ture; End Results of Some Unusual Fractures, 
Lantern Slides by Dr. W. F. Smith, Little Rock, 
Ark., District Surgeon, Missouri Pacific Railroad; 
Syphilitic Heart Disease, by Dr. J. H. Musser, 
New Orleans, Professor of Medicine, Tulane Uni- 
versity; Allergic Diseases in General, by Dr. Roy 
M. Balyeat, Oklahoma City, Okla.; Dr. E. L. 
King, New Orleans, Obstetrical Problems; Cardiac 
Diseases, Film, shown by Mr. Story. 

In addition to the invited guests on the program, 
the Society was honored by the presence of Dr. 
P. T. Talbot, Secretary-Treasurer of the Louisi- 
ana State Medical Society. The Committee on 
Cancer of the Louisiana State Medical Society, 
met for the purpose of outlining plans for a cam- 
paign against cancer. 

The members of this Committee include Dr. John 
A. Lanford, Chairman; Dr. Arthur Vidrine, 
Dr. Alton Ochsner, all of New Orleans; Dr. S. C. 
Barrow, Dr. E. L. Sanderson, both of Shreveport; 
Dr. J. T. Cappel, Alexandria; Dr. D. C. Iles, Lake 
Charles; Dr. L. J. Williams, Baton Rouge; 
Dr. J. B. Vaughan, Monroe. In addition to the 
members of the Cancer Committee, Dr. J. W. Cox, 
the Field Representative of the American Society 
for the Control of Cancer, was present, and made 
some valuable suggestions to the Committee 
members. ; 

The Executive Committee of the Louisiana State 
Medical Society had a special meeting. Those at- 
tending were Dr. Roy B. Harrison, President, New 
Orleans; Dr. C. A. Weiss, President-Elect, Baton 
Rouge; Dr. James T. Nix, First Vice-President, 
New Orleans; Dr. C. M. Horton, Second Vice- 
President, Franklin; Dr. W. P. Butler, Third Vice- 
President, Shreveport; Dr. J. J. Ayo, Chairman, 
House of Delegates, Raceland; Dr. P. T. Talbot, 
Secretary-Treasurer, New Orleans; Dr. S. C. Bar- 
row, Past President, Shreveport; Dr. Daniel N. 
Silverman, Councilor, Second District, New Or- 
leans; Dr. J. B. Vaughan, Councilor, Fifth Dis- 
trict, Monroe; Dr. D. C. Iles, Councilor, Ssecond 
District, Lake Charles; Dr. J. H. Landrum, Coun- 
cilor, Eighth District, Alexandria. 

The following New Orleans doctors also attended 
the meeting: Dr. F. J. Chalaron, Dr. Emmett 
Irwin, and Dr. H. W. E. Walther. 





SECOND DISTRICT MEDICAL SOCIETY 

The regular monthly meeting of the Second 
District Medical Society was held in Kenner, 
on Thursday, October 20, 1932, at 7:00 p. m., 
at the home of Dr. J. S. Kopfler, the president. 
The members and guests were delightfully en- 
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tertained by the host. The scientific program 
consisted of a talk on “Modern Methods of Treat- 
ment in Gastro-intestinal Disorders,” by Dr. Dan- 
iel N. Silverman. This paper was discussed by 
several of the members. 

A very enthusiastic response followed the re- 
mafks of the President of the State Medical 
Society, Dr. Roy B. Harrison, who briefly out- 
lined the activities of several committees ap- 
pointed by him. The question of abuse in char- 
itable organizations and other organizations, 
which are of vital concern to the medical pro- 
fession, was brought out and thoroughly dis- 
cussed by many of the members and certain 
guests from Orleans Parish Medical Society in- 
eluding Drs. P. T. Talbot, Emmett Irwin, T. B. 
Sellers, and R. H. Potts. 

Those attending the meeting from the different 
Parishes in the district were: Jefferson Parish, 
Dr. J. W. Atkinson, Dr. W. P. Hickman, Dr. 
J. S. Kofler and Dr. A. J. K. Genella; St. Charles 
Parish, Dr. L. T. Donaldson, Dr. N. K. Edrington, 
and Dr. F. S. Herrin; St. James Parish, Dr. L. O. 
Waguespack; St. John Parish, Dr. P. A. Donald- 
son, Dr. J. E. Clayton, Dr. E. P. Feucht, Dr. 
W. F. Guillotte, and Dr. J. S. Parker. 


THIRD DISTRICT MEDICAL SOCIETY. 

The officers of the Third District Medical So- 
ciety for 1982 are as follows: 

President—Dr. A. C. Kappel, Franklin. 

Vice-President—Dr. E. L. St. Germain, Breaux 
Bridge. 

Secretary-Treasurer—Dr. L. B. Long, Lafay- 
ette. 


EAST AND WEST FELICIANA BI-PARISH 
MEDICAL SOCIETY. 

The Bi-Parish Medical Society met in The East 
Louisiana State Hospital. After a bountiful lunch 
in the Hospital dining room the Society met in the 
Staff room for the scientific program. Drs. T. B. 
Sellers of New Orleans and J. W. Lea of Jackson 
read most excellent and learned papers. 

Their subjects were “Backache from a Gyne- 
cological Viewpoint’? and “Pelvic Inflammatory 
Diseases”. Both papers were freely discussed. 
By motion Dr. Lea’s paper was ordered published 
in the New Orleans Medical and Surgical Journal. 

Dr. Sellers was elected an honorary member of 
our Society. 

Drs. T. S. Jones, W. K. Irwin and E. B. Young 
were elected active members. 

Physicians present were: Drs. Sellers, Lea, 
Jones, Irwin, Young, Wilkinson, Smith, Shaw, 
Robards, McCaa, S. C. and E. M. Toler and Rev. 
Travis. 

Also quite a number of ladies and visiting lay- 
men. 


Our next meeting will be in The Rest Hotel, 
Clinton, La., the first Wednesday in December at™ 
7:30 p. m. 

S. L. Shaw, President. 
E. M. Toler, Secretary. 


RAPIDES PARISH MEDICAL SOCIETY. 

The following resolutions were passed by the 
Rapides Medical Society of Louisiana, in regular 
session, October 3, 1932. 

Whereas, It is a fact well known generally, and 
in the common professional experience of the 
Medical and Surgical practitioners of this State, 
that the Federal Government has entered into 
active competition with said practitioners in that 
it encourages veterans to receive treatment in the 
Government hospitals for sickness and disabilities 
unconnected with service in the Army, Navy, and 
Marine Corps; and 

Whereas, Recognizing that it is just and righh 
that service and ex-service men are entitled to 
receive care at Government expense for illness and 
disabilities directly connected with, and incurred 
in the line of duty, it is also true that when the 
Government enters into unfair and damaging com- 
petition with the Medical profession and private 
hospitals of the country in soliciting and caring 
for ex-service men affected with ailments totally 
unrelated with the Government service in war or 
peace, it perpetrates an injustice; and 

Whereas, The Medical profession, with philan- 
thropic dedication to duty, is ever ready and pre- 
pared to answer the call of the Government in 
time of need; administer to the wants of the poor 
and destitute of any community; the said profes- 
sion feels that the present practice of the Govern- 
ment of treating veterans whose illnesses and dis- 
abilities are not connected with army service is 
discriminative, and damaging to the best interests 
of the said profession and, as the competition of 
the Government has already become a serious 
menace to the livelihood of a large body of citizens 
who must obtain a living in a profession whose 
work is indissolubly associated with charity, and 
in its purposes is largely altruistic, recognizing 
these facts the Rapides Parish Medical Society of 
Louisiana offers its vigorous protest against the 
United States Government entering into profes- 
sional competition with the medical and surgical 
practitioners of the Nation; and this Society 
hereby 

Resolves, That it will and does hereby solicit 
the active influence of the Senators and Congress- 
men of Louisiana in an effort to promote legis- 
lation correcting the injustice and evils above 
enumerated. 

L. D. Gremillion, President. 

J. H. Landrum, Councilor, Eighth 
District. 

D. B. Barber, Secretary. 
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NEWS ITEMS. 

Prof. N. H. Polmer of the Faculty of the 
Graduate School of Medicine of the Tulane Uni- 
versity of Louisiana attended the American Con- 
gress of Physical Therapy at New York during 
September. He read a paper, presided as Chair- 
man at one of the sessions and was elected third 
Vice-president of the organization. 

During his stay in New York Prof. Polmer ob- 
served postgraduate teaching methods in physical 
therapy at the various institutions. 


Profs. W. A. Wagner and H. B. Alsobrook of 
the faculty of the Graduate School of Medicine of 
The Tulane University of Louisiana, attended the 
meeting of the American College of Surgeons 
held at St. Louis, October 17-21, 1932. 


Prof. P. L. Querens of the Graduate School of 
Medicine of The Tulane University of Louisiana 
attending the meeting of the American Public 
Health Association at Washington, D. C., October 
24-27, 1932. 


A Mr. F. A. Elsner writes that Clinton, 
Missouri, a town of between six and seven thou- 
sand inhabitants, has no first class surgeon, and 
that consequently all the surgical operations go 
to Kansas City. An excellent opportunity is 
available in this town for a good surgeon. 


Medical Director L. L. Lumsden has been direct- 
ed by Surgeon General Cumming, U. S. P. H. S., to 
proceed from New Orleans, La. to Seattle and 
other points in Washington, as may be necessary, 
and return, in connection with field investigations 
of public health. 


Assistant Surgeon Charles W. Folsom has been 
relieved from duty at New Orleans, La. on Sep- 
tember 24, ans assigned to duty at the National 
Institute of Health, Washington, D. C. 


Assistant Surgeon R. C. Kash, U. S. P. H. S. 
was relieved from duty at New Orleans, La., on 
October 1, 1932, and assigned to duty at the U. S. 
Quarantine Station, Angel Island, Cal. 


At its meeting of October 8, the Board of Di- 
rectors of the American Society for the Control of 
Cancer took the following action: 

“It was voted that the Bulletin of the Society 
be made its official organ and that the present 
relationship between the Society and the American 
Journal of Cancer be discontinued.” 


In accordance with the provisions of the Act of 
Congress approved February 15, 1893, the United 
States Interstate Quarantine Regulations are here- 


by amended by the addition of Section 15% as 
follows: 

15%. No person, firm or corporation shall 
offer for shipment in interstate traffic, and no 
common carrier shall accept for shipment or trans- 
port in interstate traffic, any parrot, parrakeet, 
love bird, macaw, cockatoo, lory, lorikeet, or any 
other bird of the parrot or psittacine familey, un- 
less an accompanying certificate has been obtained 
from the State Health authority to the effect that 
to the best of the knowledge and belief of such 
authority such bird as may be offered for ship- 
ment has originated from an aviary or other dis- 
tributing establishment, free from psittacosis in- 
fection. 

A. A. Ballantine, 
Acting Secretary of the Treasury. 


THE AMERICAN COLLEGE OF PHYSICIANS, 

Announcement has been made that the Amer- 
ican College of Physicians will hold its Seventeenth 
Annual Clinical Session at Montreal, with head- 
quarters at the Windsor Hotel, February 6-10, 
1933. 

Dr. Francis M. Pottenger of Monrovia, Calif., 
as President of the College, has charge of the 
program of General Sessions. Dr. Jonathan C. 
Meakins, Professor of Medicine and Director of 
the Department, McGill University Faculty of 
Medicine, is General Chairman of local arrange- 
ments and in charge of the program of Clinics. 
Mr. E. R. Loveland, Executive Secretary, 133- 
135 S. 36th Street, Philadelphia, Pa., is in charge 
of general business arrangements, and may be 
addressed concerning any feature of the forth- 
coming Session, including copies of the program. 


INFECTIOUS DISEASES IN LOUISIANA. 

Dr. J. A. O’Hara, president of the Louisiana 
State Board of Health, in collaboration with the 
Treasury Department of the United States Public 
Health Service, has issued mortality weekly re- 
ports which briefly abstracted contain the follow- 
ing information. For the thirty-seventh week of 
the year ending September 17, pulmonary tubercu- 
losis was reported in numbers greater than any 
other reportable disease, there being 48 cases. 
Other diseases in double figures and in their 
numberical importance are 41 cases each of 
cancer and syphilis, 38 of pneumonia, 34 of ma- 
laria, 22 each of gonorrhea, diptheria, and typhoid 
fever, and 14 of scarlet fever. One case of un- 
dulant fever was reported, 2 of poliomyelitis, 2 
of meningitis, and 2 of typhus fever. For the 
week ending September 24, syphilis led all other 
diseases, there being 93 cases, while gonorrhea 
had 59 reported. The other frequent diseases 
and their numbers are 33 cases of malaria, 24 of 
diphtheria, 20 of cancer, 13 of pneumonia, and 
13 of tuberculosis. Three cases of poliomyelitis 
were reported this week, as well as one of anthrax. 
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There was a marked increase in the number of 
cases of pulmonary disease reported in the week 


ending October 1. During this week there were 
reported the following diseases: Fifty-three cases 
of pulmonary tuberculosis, 45 of pneumonia, 45 
of malaria, 37 of gonorrhea, 34 of cancer, 27 of 
syphilis, 17 of typhoid fever, 12 of septicemia. 
Of the unusual diseases there were 2 cases of un- 
dulant fever, 2 of poliomyelitis, and 2 of tulare- 
mia. The fortieth week of the year, which ended 
October 8, saw approximately the same number 
of cases of pulmonary tuberculosis reported this 
week as the previous week, while the pneumonia 
cases had fallen to 82. There were also reported 
83 cases of malaria, 37 of diphtheria, 30 of 
gonorrhea, 28 of syphilis, 28 of cancer, and 14 of 
influenza. Particularly distressing were the six 
cases of poliomyelitis reported this week. The 
last weekly report, showed, for the week ending 
October 15, there must have been sudden interest 
by some one in seeking out hookworm infestations, 
as 97 cases were listed in this week. Cancer also 
took a big jump as 67 cases were recorded. Other 
diseases in double numbers include 46 cases of 
pulmonary tuberculosis, 43 of diphtheria, 38 of 
pneumonia, 23 of syphilis, 24 of typhoid fever, 
12 of scarlet fever, 11 of influenza, and 17 of 
gonorrhea. No cases of poliomyelitis were re- 
ported this week, but 2 cases of undulant fever 
and 1 case of typhus were listed. 


HEALTH OF NEW ORLEANS. 

The Department of Commerce, Division of 
Vital Statistics, has issued the following weekly 
reports concerning the health of New Orleans. 
For the week ending September 10, there oc- 
curred in the City of New Orleans 135 deaths, 
giving a death rate of 14.9. Sixty-nine of these 
deaths were in the white race and 66 in the 
colored, the death rate for the former being 10.7 
and for the latter 25.1. The infant mortality 
rate during this week was 57. For the week end- 
ing September 17, the death rate was approxi- 
mately that of the previous week, being 14.5 as a 
result of 132 deaths, distributed 80 white and 
52 colored, the death rate in the white race being 
12.4 and the colored 19.8. The infant mortality 
rate was 68. The following week, that of Sep- 
tember 24, was marked by a reduction of 12 in 
the number of deaths in the City. Of the 120 
demises 66 were white and 54 colored, giving a 
death rate for the three groups of 13.2, 10.2 and 
20.5. This week the infant mortality had jumped 
up to 97 as a result of the death of 17 children 
under one year of age. There was little change 
in the weekly report succeeding that of Septem- 
ber 24, 125 deaths being reported, 79 white and 
46 colored, with a total death rate of 13.8, a 
white death rate of 12.3, and a negro rate of 
17.5. The infant mortality rate was 108, the 
white rate being 70 and the colored 180. For the 
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week ending October 8, the rate had fallen to a 
figure lower than for some weeks. In this seven 
day period the deaths were distributed as follows: 
Total 118, white 71, colored 47, with a death rate 
for the three groups of 13.0, 11.0, and 17.9 re- 
spectively. The mortality rate in infants was 
102, white infants being 105 and colored 98. The 
death rate for the year 1932 so far has been 15.6 
as contrasted with the rate of 16.7 last year. This 
represents a reduction of 1.1 deaths per unit of 
a thousand population, or approximately 450 less 
deaths this year than in the corresponding period 
last year. 


DR. COUVILLON APPOINTED ON STATE 
BOARD OF HEALTH. 

We inadvertently failed in our last issue (be- 
cause we did not know it) to make mention of the 
promotion of Dr. S. J. Couvillon of Moreauville 
to the high post in State medicine-member of the 
State Board of Health from Central Louisiana, 
representing the eight parishes of the Eight Con- 
gressional District. We regard this appointment 
as deserving in view of the Doctor’s close affilia- 
tion with the recent and present State administra- 
tions and above all in view of Dr. Couvillon’s high 
standing as a medical man in this district and 
State. 

He has occupied many positions of honor and 
trust such as Vice-President of the Avoyelles 
School Board many years back, Mayor of Moreau- 
ville for several years and until recently was com- 
missioner for the Red River and Bayou des Glaises 
Levee Board. He was for so many years one of 
the “chiefs” of the State Medical Society and at 
present is the official Delegate of the Eighth Con- 
gressional District Medical Society, Secretary of 
the Avoyelles Doctors and Surgeon for the Texas 
& Pacific and Louisiana and Arkansas Railroads. 
—(Avoyelles Weekly News). 


SHREVEPORT’S FALL CLINIC. 

The Third Annual Fall Clinic conducted by the 
physicians of Shreveport was held October 4-6, at 
the Charity Hospital under the direction of Dr. 
Guy A. Caldwell, who acted as General Chairman. 
The program for Tuesday morning included a 
series of clinics on various interesting subjects by 
the Shreveport doctors. The morning program 
was concluded by a dry clinie on gallbladder and 
stomach pathology, which was conducted by Dr. 
Alton Ochsner, Professor of Medicine, Tulane 
Medical School. The afternoon session was started 
with a dry clinic on some internal medical cases 
by Dr. J. S. McLester, Professor of Medicine, 
University of Alabama Medical School. Papers 
were read also by Dr. S. C. Barrow, Dr. J. E. 
Knighton, Dr. C. H. Webb, and Dr. Peachy R. 
Gilmer. After a buffet supper in the Caddo Parish 
Court House, there was a joint meeting of the 
Shreveport Medical Society, at which the Chair- 
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man’s Address was delivered by Dr. Caldwell, and 
papers were read by Dr. McLester and Dr. 
Ochsner. The Wednesday morning program in- 
cluded surgical clinics and ward rounds, followed 
by a round table discussion-luncheon. In the 
afternoon session papers were read by Dr. M. D. 
Hargrove, Dr. A. A. Herold, Dr. R. T. Lucas, Dr. 
T. P. Lloyd, and Dr. A, J. Thomas. 

A banquet supper was served at the Pines 
Sanitarium, at which motion pictures were shown. 

The Thursday morning session was devoted to 
surgical clinics and obstetrical demonstrations, as 
well as ward rounds. At the afternoon meeting 
papers were read by Dr. R. C. Young, Dr. J. P. 
Sanders, and Dr, W. B. Worley. This concluded 
a successful and well attended three days of clini- 
cal instruction. 


The many friends of Dr. L. L. Cazenavette were 
greatly distressed to hear of the death of his wife. 
Mrs. Cazenavette died after a rather prolonged 
illness. The members o fthe Medical Society and 
the many friends of Dr. Cazenavette will feel with 
him in his great sorrow. 





WOMAN’S AUXILIARY NEWS 
As Chairman of Press and Publicity of the 
Woman’s Auxiliary of the Louisiana State Med- 
ical Association, I want to urge the Auxiliaries 
throughout the State to send in to me anything 
of interest concerning their meetings so that I 
may have it published in this Journal. 





A letter from Mrs. A. A. Herold of Shreveport 
calls attention to the Insulin Fund of Touro In- 
firmary and the crying need which it helps to fill. 





It will be remembered that our National Pres- 
ident, Mrs. Walter Jackson Freeman, requested 
that special attention be called to the keeping 
of records, and I am pleased to report that both 
the state, with Mrs. Herman Gessner, as His- 
torian, and the Orleans Parish Medical Auxiliary, 
with Mrs. H. Vernon Sims, as Historian, have re- 
sponded. 





To Mrs. A. L. Levin goes the honor of hav- 
ing compiled the first Year-book for the Orleans 
Parish Medical Auxiliary. The books were sent 
to the three hundred and twenty members of 
the local Auxiliary and to the Presidents of other 
State Auxiliaries. 





The Woman’s Auxiliary to the Orleans Parish 
Medical Society was called to order by the Pres- 
ident, Mrs. Isadore Cohn, for the first meeting 
of the year 1932-1933, at the Orleans Club. 
The Auxiliary was entertained by the members 





of the Executive Board, which consists of the 
following: 


Mrs. Isadore Cohn, President. 

Mrs. Wm. H. Seemann, First Vice-President. 

Mrs. Arthur Vidrine, Second Vice-President. 

Mrs. Arthur Weil, Third Vice-President. 

Mrs. Frederick Fenno, Fourth Vice-President, 

Mrs. George Feldner, Corresponding Secretary, 

Mrs. Russell Stone, Publicity Secretary. 

Mrs. J. W. Warren, Recording Secretary. 

Mrs. Chaille Jamison, Treasurer. 

Mrs. Francis E. LeJeune, Parliamentarian. 

Mrs. H. Vernon Sims, Historian. 

Mrs. Lucien Alexander, Chairman of Philan- 
throphy. 

Mrs. Jules Davidson, Chairman of the Social 
Group. 


Mrs. W. P. Gardiner, Chairman of Education. 
Mrs. S. M. Blackshear, Ex-President. 


An account of the activities of the Board and 
the various committees during the summer was 
given and although the Auxiliary did not func- 
tion as a whole, several committees deserve 
special mention. A large sum of money was 
secured through a benefit bridge party given at 
the Southern Yacht Club in July, which was 
sponsored by the Education committee. This 
money was used in placing 98 full-year subscrip- 
tions to Hygiea in the public schools and one 
subscription each in the Y. W. C. A. and the 
Y. M. C. A. club houses. There is a substantial 
balance left in the bank, for future needs. The 
Social Hygiene Group succeeded in getting both 
the chairmen of the State Board of Health and 
the City Board of Health vitally interested in 
lending their full co-operation in the fine work 
outlined by them for this year. A hundred dol- 
lare was voted to be set aside out of the Orleans 
Parish Auxiliary Commemoration fund for their 
use in this work. The Philanthropic Group re- 
ported that two thousand samples of medicine 
and baby foods had been distributed by them 
through the Child’s Welfare nurses; and that 
250 good used garments and some good house 
furnishings had been given through other welfare 
committees. 

Miss Elizabeth Wisner, associate professor of 
Sociology at Tulane University and recently made 
acting director of the school of social work at 
this University, gave a very interesting and in- 
structive talk to the members of the Auxiliary and 
their guests. 

A delightful social hour followed. 

Mrs. Wiley R. Buffington, 
Chairman, Press and Publicity, Woman’s 
Auxiliary, Louisiana State Medical Asso- 
ciation. 
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DEATHS 
Lehmann, Victor, Sellers, La.: Born in 1850. 
Graduated from Tulane University in 1889. He 
was a member of the Louisiana State Medical 
Society. 
tice at Hahnville. 


Dr. Lehmann entered medical prac- 
He was coroner of St. Charles 
Parish for more than 30 years. He gave up 
practice and the coroner’s post in 1920. He died 
in Norco, La., on September 12, 1932. 


Reiss, Paul Louis, New Orleans: Born in 1866. 
Graduated from Tulane University in 1890. He was 
a member of the Orleans Parish Medical Society, 
Louisiana State Medical Society, and American 
Medical Association. He was one of the outstand- 


ing eye specialists of the United States. He died 
in New Orleans, September 12, 1932. 
Thomas, John N., Alexandria, La.: Born in 


1860. Graduated from Tulane University in 1886. 
He was a member of the Rapides Parish Medi- 
cal Society, Louisiana State Medical Society, and 
the American Psychiatric Association. Dr. Thomas 
was the former superintendent of the Central 
Louisiana Hospital for Insane at Pineville, La. 
He died in Alexandria on September 19, 1932. 


Rappannier, Ernest A., New Orleans: Born in 
1873. Graduated from Tulane University in 
1894. He was a member of the Orleans Parish 
Medical Society, and the Louisiana State Medi- 
cal Society. He died in New Orleans on Octo- 
ber 11, 1932. 
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RESOLUTIONS ON THE DEATH OF 
DR. SYLVAIN DE NUX. - 
Whereas, Tthe Almighty has seen fit to re- 
move from his family, from his patients, from 
his confreres, from his legion of other friends, 
Doctor Sylvain de Nux, following a brief but 
very violent disease on July 5, 1932; and 
Whereas, In the death of Doctor de Nux, his 
native town and parish, his State which he served 
as Coroner, Health Officer, his local Medical 
Society which he represented as its official Dele- 
gate, the State Medical Societies and other 
medical bodies, suffers the loss of an indefati- 
gable worker, a man of genial disposition, of 
charity, one who untiringly wore himself out for 
others, and the community has lost a useful citi- 
zen and servant, Christian gentleman; therefore, 
be it 
Resolved, That in regular meeting assembled, 
the Avoyelles Parish Medical Society, in recog- 
nition of the usefulness, worthiness of its de- 
ceased member, extend to his bereaved widow, 
son and daughter, his relatives, its sincerest con- 
dolences in this their hour of sorrow and that 
copies of these resolutions be sent to his family, 
the local newspapers, the New Orleans Medical 
and Surgical Journal and a copy to be retained 
for the archives of the Avoyelles Parish Medi- 
cal unit. 
Respectfully submitted, 
Emil Regard, 
R. G. Ducote, 
S. J. Couvillon, 
Committee on Resolutions. 





ECONOMIC VALUE OF A HUMAN BEING— 
In these days of crisis we are‘all- scrutinizing our 
individual budgets and budgets..of the government 
to see where savings can be made. It is not so clear 
what the tax dollar buys for us as is the case with 
money we spend more directly for ourselves. Few 
studies would be more fruitful than an analysis of 
this question. What do we get for our tax dollars? 
Police protection, fire protection, health protection, 
education—these are some of the things which 
occur to one, and there are many more. What is 
each worth? Is it a necessity or a luxury? Could 
it be obtained more cheaply in any other way? 

In the field of public health, the experts welcome 
such an analysis. They point to definite reductions 
in the death rate and they claim that these savings 
of life vastly overbalance the cost of health 
services. We know that a fairly complete health 
program for a city of 100,000 people costs at least 
$2 per capita or $200,000 a year. We know, in a 
special case, let us say, that the development of a 
phase of this program, such as water purification 
leading to the control of typhoid fever, has caused 


a saving of 100 or 200 lives a year in a city of 
this size. What is the dividend on our health 
investment? To answer, we must have an estimate 
of the money value of a human life. 

Concrete Examples of the Value of Public 
Health—We may use Dublin and Lotka’s figures 
to calculate the money value of the results achieved 
in the reduction of death rates in recent years. 
As concrete examples, we have tabulated data for 
New York City for various ages up to 35 years 
and for the two periods, 1909-11 and 1929-31. It 
appears from an analysis of the table that the 
reduction of death rates at ages under 35 between 
1909-11 and 1929-31 was equivalent to the saving 
of nearly 24,000 lives a year, and that the lives 
saved at these periods were equivalent to a total 
saving in ultimate money capital of over two hun- 
dred million dollars a year. Fifteen million dollars 
would be an outside estimate of the total annual 
expenditure for health promotion by public and 
private agencies in New York City.—School Health 
Bureau—Welfare Division—Metropolitan Life In- 
surance Company. 
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THAT WE MAY KNOW EACH OTHER BETTER. 


Dr. James Percy Wall was born at Magnolia, 
Mississippi, June 25, 1878, and has lived in Jack- 
son, Mississippi since 1879. He was educated in 
the city schools of Jackson, and received his A. B. 
degree from Millsaps 
College, Jackson, in 
1889, while in college 
serving as tutor in 
Greek to pay his tui- 
tion. He received his 
M. D. degree from the 
College of Physicians 
and Surgeons, Colum- 
bia University, in 1907, 
having won scholar- 
ships his last three 
years there. He served 
his interneship at Belle- 
vue Hospital, New 
York, from 1807 to 
1909. He has practiced 
his profession in Jack- 
son since July, 1909. 

Dr. Wall was the 
first medical officer 
from Mississippi to 
reach France in the 
World War, having 
been inducted into 
service as a first lieu- 
tenant on June 1, 1917 
and arrived in France 
on July 18, 1917. 
He had an active part 
in four major offen- 
sives with the British 
and in one with the 
American forces. He 
was promoted to ma- 
jor February 17, 1919, 
returning to this country on April 20, 1919 to be 
attached to U. S. General Hospital, No. 5 (Har- 
vard Unit). Then as chief of the surgical serv- 
ice of U. S. Mobile Hospital, No. 6, he saw serv- 
ice in the Argonne offensive. 

Dr. Wall was a member of the Mississippi State 
Board of Health, 1925-1926, and is a former 
president of the Central Medical Society. He is 
attending surgeon of the Mississippi Baptist Hos- 
pital, Jackson, a fellow of the American Medical 
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Association and the American College of Sur- 
geons, a member of the Southern Medical Associa- 
tion and the Central Medical Society, and holds 
a commission as colonel in the Medical Reserve 
Corps, U. S. Army. He 
is president of the 
Jackson Kiwanis Club, 
a deacon in the First 
Baptist Church, Jack- 
son, and a shriner. Dr. 
Wall is married. 


FROM OUR PRESI- 
DENT. 


Your President has 
visited officially the 
following Societies in 
the last few months: 

Winona District 
Medical Society at 
Ackermann. 

Northeast Mississis- 
sippi Society at Holly 
Springs. 

East Mississippi 
Medical Society at 
Meridian. 

South Mississippi 
Medical Society at 
Laurel. 

North Mississippi 
Medical Society at Ox- 
ford. 

These meetings were 
all well attended, the 
papers interesting and 
well presented. In the 
near future it is hoped 
that I can, at least, 
visit the majority if not 
all of the component societies. Try me out with 
a notification of your meeting. If possible I will 
be on hand, not to speak, not to criticise, but to 
enjoy your program and good fellowship. 

I have attended in all three meetings of the 
Hospital Committee in Jackson and intend to 
meet with the Eighth Councilor’s District So- 
ciety at McComb next Tuesday. 

Jim Acker, Jr. 
Aberdeen, October 8, 1932. 
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MEDICAL WRITING. 
(Continued). 


From “The Art and Practice of Medical Writ- 
ing,” Simmons and Fishbein.—By permission. 


“Society Papers.—One of the chief causes of 
overabundance of medical periodical literature 
undoubtedly is the publication of papers that were 
written not for publication but to be read before 
a medical society. A large percentage of articles 
appearing in medical journals are of this type. 
Such articles are often based on textbooks or on 
easily accessible literature and contain no origi- 
nal observation, new thought or record of experi- 
ence. They may review a subject in a more or 
less complete form and thus be useful to read 
before a society, but they may not be worth 
publishing. As a rule, they are not well thought 
out or as carefully written as are those prepared 
especially for printing, and are not of a character 
to elevate the tone of periodical ilterature or to 
add to the sum total of our knowledge of scien- 
tific medicine. They cumber our literature. The 
demand of medical societies for contributions to 
their programs is the only excuse that may be af- 
fered for the deficiencies of such manuscripts. 
The author may have something that he is anxi- 
ous to present to his fellows; more likely he has 
not, but selects his subject haphazardly and writes 
his paper from a sense of duty. 

“Specialists or consultants from the city are 
frequently invited by the smaller medical socie- 
ties to present papers. Such papers are more 
likely to be well worked up than are those by 
members of the society, whose usual purpose 
is merely to open a discussion. The visitor from 
abroad is anxious to make a good impression, and 
will try to enlighten his hearers on the subject 
he presents. He thus brings profit not only to 
others but also to himself. Offen, however, 
such papers may rightly be dubbed ‘pot-boilers’. 
They, too, are usually written for reading, not for 
printing. 

“Frequently an editor receives a manuscript 
from the secretary of a medical society, who 
writes that the paper was enthusiastically re- 
ceived by the society, which voted that it be sub- 
mitted with their special approval to the periodi- 
cal to which it has been sent. The editor finds, 
to his astonishment, that the paper is ungramma- 
tical, discursive or verbose, or poorly organized, 
with no sequence in argument or in arrangement 
of the subject. The author’s presentation, his 
inflection, and, above all, his personality, carried 
it over, not only without the audience discover- 
ing any fault, but with applause as he read and 
congratulations at the end.” 


(To be continued) 
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HARRISON-STONE-HANCOCK MEDICAL 
SOCIETY 

The Harrison-Stone-Hancock Medical Society 
met as per usual with the usual good attendance. 
A very interesting paper was contributed by Dr. 
C. M. Shipp, President of the Society, the sub- 
ject of which was “The Origin and Evolution of 
Medicine.” The paper was thoroughly enjoyed 
as Dr. Shipp treated his subject in a masterly 
manner. The rendition was both instructive and 
entertaining. The second paper of the evening 
was submitted by Dr. G. F. Carroll who chose 
as his subject “The Life and Contributions to 
Medicine of Ambroise Pare.” 

There was a rather intimate discussion of 
insurance companies and their methods, insti- 
tuted by Dr. Dearman. The essential point was 
the sending in by the insurance companies of 
“another physician and in some instances a lay- 
man, to spy on the attending physician.” This 
matter received very thorough and very unfa- 
vorable comment by those present. 

Among the physicians visiting along the coast 
were noted the following: Dr. H. C. McLeod, 
Hattiesburg; Dr. E. C. Kuhlo, Miami, Fla.; Dr. 
Arthur Johnson, Clanton, Ala.; Dr. D. C. Mont- 
gomery, Greenville; Dr. J. P. Wall, Jackson, and 
Dr. L. E. Fritch, Evansville, Ind. We welcome 
these gentlemen and congratulate them upon 
their ability to get away from home during 
these depressive times. We would like to know 
how they do it. We are dodging our grocer, 
butcher and milk-man and as to going places, 
well we just ain’t. 

The next meeting of the society will be held 
in the Garden Spot of the World, the American 
Riviera, Biloxi. California, take note; Florida 
papers please copy. 

George F. Carroll, County Editor. 
Biloxi, 
October 13, 1932. 





FROM NATCHEZ 

After a most enjoyable trip over to McComb, 
we were present at the Eighth Councilor’s An- 
nual Meeting. After a delightful luncheon served 
at the Methodist Church, a most entertaining 
and scientific program was presented. 

Dr. Frizell as chairman did his part splendidly. 
Dr. Gardner, President of the Mississippi State 
Hospital Association, presented some facts and 
figures which were very enlightening, and which 
we were glad to know. Dr. Underwood, Exec- 
utive Officer of the Mississippi State Board of 
Health, also made some very interesting remarks, 
and he is always listened to with attention and 
pleasure. 

The writer was accompanied by Mrs. Gaudet 
and Dr. and Mrs. W. H. Aikman of Natchez. Mrs. 
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Gaudet was over in the interest of the Ladies’ 
Auxiliary. 

Lucien S. Gaudet. 
Natchez, 
October 12, 1932. 





MISSISSIPPI STATE BOARD OF HEALTH 


During the month of September, a school boy 
finished binding five years of death records and 
did the job very successfully. The State Board 
of Health purchased the binding boards and 
hardware and this boy did the work during va- 
cation. 

In the Bureau of Vital Statistics, there are 
about 500,000 records of births occurring during 
the first few years of the existence of the Bu- 
reau which need better indexing since this work 
was very indifferently done in the early days 
of the life of the Vital Statistics Department. 
No funds are available for this important work. 

There are only one or two states in the United 
States which have lower white death rates than 
Mississippi has. 

Dr. James R. McCord, Professor of Obstetrics 
and Gynecology, Emory University School of Med- 
icine, Atlanta, Georgia, will conduct a post-grad- 
uate course of lectures at Kosciusko, during the 
week beginning October 24. 

The following public health nurses have re- 
ceived scholarships for graduate study: 

Miss Syd Vaughan, R. N., Brookhaven, four 
months study at Western Reserve. 

Miss Marie Jordan, R. N., Jackson, four months 
study at Western Reserve. 

Mrs. Josephine Jones, R. N., Meridian, study 
at Columbia University. 

Mrs. Connie P. Higdon, R. N., Hazelhurst, four 
months study at Vanderbilt University. 

Miss Selma Rhodes, R. N., Yazoo City, four 
months study at Vanderbilt University. 

Every effort is being made by the Mississippi 
State Board of Health to secure copies of all 
reports made by the Board since the organization 
in 1877. The file is complete with the follow- 
ing exceptions: 

1877. 

1882-1883. 

1886-1887. 

1890-1891. 

1892-1893. 

1894-1895. 


It may be that in the libraries of some of the 
physicians of the State there are one or more of 
these reports. If so, the donations of such re- 
port or reports would be valuable contributions 
to the almost complete file now in the office of 
the State Board of Health. 

Jackson, . 
October 11, 1932, 
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LAUDERDALE COUNTY 

Dr. K. T. Klein leaves shortly to attend the 
American College of Surgeons’ Session to be 
held in St. Louis, Mo., Oct. 17-23, at which time 
he is to obtain his fellowship degree. Dr. K. 
T. Klein is surgeon-in-chief of Meridian Sani- 
tarium. 

Mrs. S. H. Hairston, widow of the lamented Dr. 
S. H. Hairston, is ill in the Meridian Sanitarium, 
‘but her condition shows improvement. 

The suit for damages to the amount of $5,000 
against Dr. Chas. T. Burt of Meridian for al- 
leged injury as a result of a hypodermic treat- 
ment culminated Saturday at noon, with the 
judge directing a verdict in favor of Dr. Burt. 

Dr. Lowry Rush will attend the meeting of the 
American College of Surgeons, October 17-23. 
He with his brother, Dr. Leslie V. Rush, own 
and maitnain Rush’s Infirmary, which their la- 
mented father, Dr. J. H. Rush, established. Dr. 
Rush has already received the fellowship degree. 

Dr. G. L. Arrington, superintendent of the 
Matty Hersee Hospital, who was ill for some 
days, is able to be about his duties. 

Charles T. Burt, County Editor. 
Meridian, 
October 10, 1932. 





NORTH MISSISSIPPI MEDICAL SOCIETY 

A few news items from the North Mississippi 
Medical Society. I am enclosing a copy of the 
program as carried out. We had a very fine meet- 
ing with an attendance of about seventy-five 
doctors. Mrs. W. C. Pool, President of the 
Woman’s Auxiliary to the Mississippi State Med- 
ical Association, addressed the Woman’s Auxil- 
iary at the Y. M. C. A. Building at 11:00 a. m. 
She also made a short talk at the luncheon as 
is noted on the program. 


PROGRAM 

10:00 A. M. 
Chateman............-<cse<1 Dr. John C. Culley, Oxford 
Invocation....Malcolm Guess, Y. M. C. A. Secty., 


University 
Address of Welcome........ Chancellor Alfred Hume 
I sisnecdininnied Dr. E. R. Nobles, Rosedale 
Organ Solo, selected, Miss Ruth McNeil, University 
Vocal Solo, selected,.......... Mrs. Laura T. Martin, 
University 
“The Cardiac Limitation of Advancing Years” 
..Dr. James S. McLester, Birmingham, Ala. 
“Acute Surgical Conditions of the Pelvis’’...... 
ietisiebatdicainatl Dr. J. W. Barksdale, Jackson 
1:15 P. M. 
Luncheon at Cafeteria. 
“Shine Morgan Quartet” 
Talks by: 
Mrs. W. C. Pool, Cary. 
Dr. James M. Acker, President, Mississippi 
State Medical Association. 























Dr. Julius Crisler, Sr., Memphis. 

Dr. G. S. Bryan, Amory. 

Dr. P. W. Roland, Ex-President, Mississippi 
State Medical Association. 

Dr. H. A. Gamble, Greenville. 

Dr. Willis Campbell, Memphis. 

“Changing the State Hospital System”’—Dr. 
J. Gould Gardner, Columbia. 





Women’s Auxiliary meeting at Y. M. C. A. 
Building at 11:00 A. M. Address by Mrs. W. C. 
Pool, President, Women’s Auxiliary to the State 
Medical Association. 

The Society members were sorry to learn that 
their president, Dr. H. P. Boswell of New Al- 
bany, was unable to be present because of ill- 
ness. 

A. H. Little, Secretary. 
Oxford, 
October 10, 1932. 





WILKINSON COUNTY 

On September 9, the Five County District 
Nurses’ Association was the guest of the Centre- 
ville graduate and student nurses, at the Field 
Memorial Hospital. 

Miss Syd Vaughan of Brookhaven and Miss 
Connie P. Higdon of Hazelhurst were guests 
of honor. The meeting was called to order by 
Miss Marjorie Ann Patterson of McComb and 
after a short talk on “‘What Membership in State 
Nursing Association Means to a Young Nurse,” 
a lunch was served. At the request of Dr. R. J. 
Field, Miss Vaughn presented the diplomas to six 
graduates. 

Miss Mable Richardson, Superintendent of the 
hospital and president of the Five County District 
Nurses’ Association, composed of nurses from 
Pike, Copiah, Lincoln, Walthal and Wilkinson 
Counties, was the hostess. 

S. E. Field, County Editor. 
Centreville, 
October 9, 1932. 


EAST MISSISSIPPI MEDICAL SOCIETY 

Dr. T. L. Bennett, Secretary of the East Missis- 
sippi Medical Society, has sent out the following 
announcement: 

East Mississippi Medical Society will meet on 
the Mezzanine Floor of the Lamar Hotel, Meri- 
dian, Miss., Thursday, October 20, at 2:00 p. m. 

PROGRAM: 

1. Eczema and Some of its Phases, by Dr. R. 
M. Leigh, Meridian, Miss. 

Discussion general. 

2. Present Trend of Public Health, by Dr. F 
J. Underwood, Jackson, Miss. 

Discussion opened by Dr. W. W. Reynolds. 

3. Appendicitis, by Dr. M. L. Montgomery, 
Louisville, Miss. 


Mississippi State Medical Association 
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Discussion opened by Dr. W. B. Hickman. 

4. Fifteen Years Experience with Sinus In- 
fection in Children, by Dr. Edward Clay Mit- 
chell, Professor of Pediatrics, University of Ten- 
nessee, Medical School, and Dr. John J. Shea, 
nost and throat specialist, Memphis, Tenn. 

Discussion general. 

Meeting will be called to order promptly at 
2:00 p. m. 

Immediately following the meeting a luncheon 
will be given at Lamar Hotel, compliments of 
Dr. F. G. Riley and Dr. W. J. Coleman of Dr. 
Riley’s Hospital and Clinic. You are cordially 


invited. 
Respectfully, 
J. S. Hickman, President. 
T. L. Bennett, Secretary. 
Meridian, 


October 10, 19382. 


PEARL RIVER COUNTY 


Autumn is again here. Food and feed crops 
are being harvested and, although no one seems 
to have much money, most people have plenty 
to eat. 

The satsuma orange crop is about ready to 
be harvested. The yield will be even greater 
than last year but the quality is not as good 
due to the freezing weather during the earlier 
part of the year, about time the trees were in 
‘bloom. A number of people will be employed 
in harvesting this crop. 

Dairying is becoming an important industry in 
this county, especially since we hdve a good 
market in New Orleans for graded milk. A num- 
ber of new Grade “A” dairies are now under 
construction, the milk from which is to be used 
in making Grade “A” pasteurized milk to place 
on the New Orleans market. 

The sawmills are operating again and many 
people who have been unemployed are again at 
work. Old Man Depression is slowly being over- 
come. We are hoping that our physicians will 
soon be making a living wage again. 

The county health unit has about completed 
its campaign of immunizations for the summer 
and fall and is now busy making physical exam- 
inations of school children, supervising milk pro- 
duction, and looking after the various other 
items of interest along public health lines. 

Dr. Hillary Rouse, son of our efficient chan- 
cery clerk, H. K. Rouse, has located at Lyman, 
where he will have the practice of the Batson- 
Hatten Lumber Company. 

David Henry Thornhill, son of Dr. W. yo 
Thornhill of Picayune, and a member of the senior 
class of this year at Tulane University Medical 
School, has returned to Tulane to resume his 












370 Mississippi State Medical Association 


studies. David Henry is a brilliant student and 

we are wishing for him a very successful year. 
G. E. Godman, County Editor. 

Poplarville, 

October 7, 1932. 





DESOTO COUNTY MEDICAL SOCIETY 

The DeSoto County Medical Society meets in 
regular order on the third Monday in January, 
April, July and October. 

Drs. W. J. Gillespie and A. A. Sparkman 
have recently moved from the county. 

Dr. Charles Whitley Emerson, our president, 
has moved into his new home in Hernando. 

Some weeks ago Dr. Emefson married Miss 
Dotson, daughter of Dr. L. W. Dotson, West 
Point. 

Dr. I. A. Rhodes, Horn Lake, whose health has 
been bad for a year, is now much better. 

Dr. S. J. T. Darden, Myrtle, for more than 
25 years a physician of Union County, died 
in a New Albany hospital, October 5, at age 56. 

L. L.- Minor, Secretary. 
Memphis, R. F. D. No. 4, 
October 7, 1932. 





SECOND COUNCILOR DISTRICT 

The program of the meeting of the North 
Mississippi Medical Society, at University, is en- 
closed (published on another page). 

The other two county societies, DeSoto and 
Tate, meet quarterly with fair attendance and 
interest. The percentage of membership is larger 
in these two counties than in the North Missis- 
sippi Medical Society. 

The officers of these three societies are active- 
ly at work in building up their medical organi- 
zations. 

L. L. Minor, Councilor. 
Memphis, R. F. D. No. 4, 
October 3, 1932. 





LEFLORE COUNTY 

I am enclosing a program of our Delta Medi- 
cal Society. We would be glad to have you 
present. 

Dr. E. R. Shurley, who recently moved to 
Glendora from Money, has just returned to Money 
to take up his old practice. 

Dr. W. E. Denman and wife were called to 
Memphis on October 2 on account of the death 
of Mrs. Denman’s sister. 

W. B. Dickens, County Editor. 
Greenwood, 
October 7, 1932. 





THE DELTA MEDICAL SOCIETY 
Cordially Invites You to Its 
Semi-Annual Meeting at 
GREENWOOD, MISSISSIPPI, 


WEDNESDAY, OCTOBER 12, 1932 
2:00 P. M. 
CONFEDERATE MEMORIAL BUILDING 





Members are Urged to 
Bring Their Wives 
. or Sweethearts 





PROGRAM 
2:00 P. M. 

Invocation. 

The Woman’s Auxiliary. 

Mrs. W. C. Pool, Cary, Vice-President, 
Women’s Auxiliary Mississippi Medi- 
cal Society. 

Mrs. W. R. Brooksher, Fort Smith, Ark., 
V.-Pres., Women’s Auxiliary Ameri- 
can Medical Association. 

The aims of the Woman’s Auxiliary will 
be presented to the members of the 
Delta Medical Society and especially 
to their wives assembled. After these 
talks the ladies will adjourn to a 
meeting of their own. 

8. Serous Meningitis—Dr. Robert Jackson, 
Belzoni. Discussion to be opened by Dr. J. W. 
Jackson, Belzoni. 

3. The Typhoid Carrier—Dr. N. C. Knight, 
Indianola. 

4. Chronic Otitis Media—Dr. J. P. Wiggins, 
Cleveland. 

5. Modern Resource of Radiology in Urologic 
Diagnosis—Dr. J. A. Beals, Greenville. 

6. Osteomyelitis—Dr. F. M. Sandifer, Green- 
wood. 

7. Treatment of Fractures of the Extremi- 
ties—Dr. Guy A. Caldwell, Shreveport, La. 

8. Election of officers. 


ae 


7:00 P. M.—Banquet, entertainment. 

Dr. George Baskervill, Greenwood, is Presi- 
dent; Drs. John G. Archer, Greenville, S. W. Col- 
quitt, Beulah, U. S. Wasson, Moorhead, L. H. 
Hightower, Itta Bena, and G. M. Brown, Vice- 
Presidents; Dr. R. C. Finlay, Glen Allen, Secre- 
tary. 





PANOLA COUNTY 

Dr. John Martin, Pope, recently made a visit 
to Texas to see a sick relative. 

Drs. A. P. Alexander, Como, and H. R. Elliott 
and G. H. Wood, Batesville, attended the meet- 
ing of the North Mississippi Seven County Medi- 
cal Society which met at Oxford October 5. 

Panola County lost one of its most prominent 
physicians in the death of Dr. Edwin Wright of 
Sardis on September 27. Dr. Wright was 69 
years old and died of cancer. He was a member 
of the 1886 class of Tulane Medical School. He 
received his literary education at the Virginia 
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Military Institute. He gave much of his time 
to the interests of his town and county, served 
as county health officer several years ago, was 
local surgeon for the I. C. R. R. Company, direc- 
tor of the Sardis Bank, and president of the local 
school board. 

In answer to the card, “Do you agree with all 
the present laws that affecte the practice of 
medicine and the conduct of the hospitals?””— 
answer, no. And would further state do not 
agree to the radical view of some to do away 
with all state charity hospitals. We need con- 
venient and efficient hospital care for charity 
cases; at the same time it should be made harder 
for those able to pay for service to impose on 
the charity department. It is unfair to allow 
as many charity cases as Adams, Hines, Jones 
and Warren Counties send to charity hospitals. 
However, if the state hospitals were abandoned, 
in a short time there would be concerted action 
among the other hospitals for higher rates for 
charity cases. The editor of “The Mississippi Doc- 
tor” now says that it is a huge joke the cost 
per hospital day for patients that the superin- 
tendent of State Charity Hospital at Jackson re- 
ported. It will be a still greater joke—the re- 
ports some of the smaller hospitals send in if 
those of the state are abandoned. 

G. H. Wood, County Editor. 
Batesville, 
October 7, 1932. 





SIMPSON COUNTY 

The doctors of Magee have been very busy the 
last three weeks treating malaria. 

The Magee Hospital continues to do good work 
and is kept full all the time. 

Dr. R. E. Giles, Mendenhall, has been suffer- 
ing with a severe cold for the last week. 

W. E. Diamond, Jr., has gone to Tuscaloosa, 
Ala., where he will attend the university this 
winter. Young Diamond anticipates studying 
medicine. 

Dr. Henry Boswell and his staff at the State 
Tuberculosis Sanatorium are doing a work of 
which the state should be proud. Every man 
and woman in the state should visit this insti- 
tution. 

E. D. Kemp, Jr., has left for the University of 
Mississippi to begin a medical course. 

If you give neither advice, consolation, nor 
hope to a doomed patient you are a poor doc- 
tor, indeed. 

E. L. Walker, County Editor. 
Magee, 
October 10, 1932. 





WEBSTER COUNTY 
Drs. J. H. Brown, J. D. Turner and W. H. 
Curry attended the meeting of the Northeast 
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Mississippi Thirteen Counties Medical Society Sep-- 
tember 20, at Houston. A very fine program was 
rendered as usual. Dr. J. G. Gardner, Colum- 
bia, had a very fine paper on Community Hos- 
pitals which was very timely. It seems to us 
that it is time for a more equitable distribution 
of charity funds for the needy sick of our state. 

The Winona District Medical Society will meet 
at Grenada, Wednesday, November 9. 

We plan to have a splendid program and are 
extending a very cordial invitation to all the 
physicians in ‘adjoining societies to come and 
be with us. 

W. H. Curry, County Editor. 
Eupora, 
October 8, 1932. 





HOLMES COUNTY 

Dr. John King of Thornton is convalescing at 
a Jackson Hospital from an attack of appendicitis 
and acute nephritis. 

Robert Stephenson, son of Dr. R. N. Ste- 
phenson of Lexington, has matriculated at Geor- 
gia Tech. In addition to playing the trumpet 
in the college band, he is also rapidly identi- 
fying himself with other student activities. 

Dr. Arrington of Hattiesburg, a recent grad- 
uate of Tulane, is now located at Thornton. 

Dr. J. J. Kazar of Tchula, in addition to being 
president of the Tchula Rotary Club, a cham- 
pion swimmer, an expert golfer, and an all-around 
good fellow, further demonstrated his versatil- 
ity by taking down a valuable prize at the big 
twenty-seven table bridge benefit party at Du- 
rant on the night of October 6. The prize was 
a vase of handsome cut flowers donated by the 
Durant Floral Company and was Consolation No. 
3. Mrs. Kazar, with her playing partner, Mrs. 
Maxwell of Tchula, won high score. 

R. C. Elmore, County Editor. 
Durant, 
October 8, 1932. 





PONTOTOC COUNTY 

Northeast Mississippi Thirteen Counties Medi- 
cal Society met in Houston last month. We had 
a good attendance and a good program. Our 
next meeting, which is in December, will be in 
Aberdeen, the home of our state president, Dr. 
James M. Acker. 

We are glad to report that Dr. A. P. Dunavant 
of Pontotoc is able to be back at work .after 
a three weeks’ illness. 

Dr. W. H. Anderson of Booneville was a re- 
cént visitor. 

Dr. Charlie Pyles of Saltilo made a pop call 
one day this week. 

R. P. Donaldson, County Editor. 
Pontotoc, 
October 8, 1932. 








CENTRAL MEDICAL SOCIETY 

The regular September meeting of the Central 
Medical Society was held at the Edwards Hotel 
and called to order at 7:30 p. m. by the presi- 
dent. The business held attention while there 
was only a small crowd. A committee to draft a 
constitution and by-laws, modern and up-to-date, 
was appointed by Dr. Crisler, president, and con- 
sisted of Dr. Rembert, chairman, Drs. D. W. 
Jones, W. S. Sims and the secretary. A com- 
mittee to investigate a credit agency for the 
collection of doctors’ past due bills was appointed 
by the president and consisted of Dr. D. W. 
Jones, chairman, Drs. Britt and Hall and the sec- 
retary. A representative of the Jackson Adjust- 
ment Agency spoke for a few minutes outlining 
his plan and in effect suggesting that he himself 
establish an agency for the collection of doctors’ 
past due accounts. 

The subject for change of the meeting time 
from the third Tuesday to the first Tuesday was 
brought up. A motion to defer consideration 
until next meeting in order that more time might 
be given for thought on this subject carried. 
A motion to meet in Yazoo City in October 
on invitation of the Yazoo City doctors was car- 
ried. Dr. Jones read his final report as chairman 
of the committee on exhibits for the last spring 
State Medical Association meeting showing that 
all exhibitors had paid except one. 

Drs. J. G. Thompson, I. P. Burdine and Harvey 
Garrison, Jr., were proposed for membership and 
names given to the board of censors for consid- 
eration. 

Dr. W. W. Crawford, Hattiesburg, read a pa- 
per on “The Cervix and Related Pathology.” This 
paper was discussed by Drs. Crisler, J. C. Walker, 
Shands, and B. N. Walker. Dr. Crawford closed. 

Dr. Britt read a paper on “Rectal Examina- 
tions,’’ which was discussed by Drs. B. N. Walker, 
Hays, Mosley, Rembert, Crawford, Howell and 
Robert Smith. 

Dr. Underwood’s paper on “Public Health 
Trends,” was not open for discussion as de- 
clared by Dr. Crisler, the president, because of 
the late hour. 

By vote of the house the secretary was in- 
structed to send flowers to Dr. T. J. Crofford, 
who is ill in the Baptist Hospital. Forty-three 
members and guests were present. The adjourn- 
ment was declared at 9:40 to meet in Yazoo 
City the third Tuesday in October. 

Robin Harris, Secretary. 


WINSTON COUNTY 
The Winston County Medical Fraternity met 
September 21, at the Woodward Hotel and en- 
joyed refreshments sponsored by the writer. We 
had a good attendance and quite a pleasant time. 
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We discussed various topics dealing with coopera- 
tion and financial conditions. 

Dr. W. W. Parks will attend court.at Aber- 
deen next week. 

Dr. T. C. Suttle of Beth Eden neighborhood 
was in the city this week. He seemed to be 
feeling fine over the outlook, yet he doesn’t hope 
to collect very much. 

Drs. J. H. Watkins, and T. F. Kilpatrick of 
Noxapater were attendants at our medical meeting. 

We are glad to note that our mutual friend, 
Dr. J. S. Hickman of Philadelphia, is placed on 
the staff of the Insane Hospital at Jackson. We 
wish him well in his new field. 

Dr. Wallace Livingston of New Mexico is in 
our city visiting his former friends and relatives. 
Dr. Livingston was reared in this county and is 
a doctor of ability and has proven himself so 
by the heavy work he has attained. 

M. L. Montgomery, County Editor. 
Louisville, 
October 6, 1932. 





ALCORN COUNTY 

Local news among Alcorn County doctors will 
take only a few lines. Topics most discussed are 
“The Good Health of the Community,” poor prac- 
tice, poorer collections, and high taxes. However, 
Dr. F. C. Gilbert has recently bought and moved 
into the Hazard home, one of the most beautiful 
and pretentious residences of Corinth, and an- 
other one of our physicians has nearly paid up 
his note in one of our closed banks. We have 
been without a bank for nearly a year and most 
of our delinquent debtors had money in them 
with which they were intending to pay us, when 
the bank closed. 

Frank, son of Dr. J. H. Hughes, Kossuth, has 
decided not to be a doctor and is studying en- 
gineering at Georgia Tech. 

Dr. Robertson has been reelected commander 
of Perry Johns Post, American Legion. 

Dr. Hamrick is our champion fisherman and 
nearly caught a seven pound bass last week. 

Dr. Norwood makes the doves fly faster and Dr. 
Lanning is our expert at golf. 

W. A. Jones, County Editor. 
Corinth, 
October 6, 1932. 


PRENTISS COUNTY 

A wedding of unusual interest to many of 
the profession as well as to a host of other friends 
was solemnized in Booneville on Wednesday af- 
ternoon, September 28, when Miss Vivian Hol- 
landsworth, daughter of Mr. and Mrs. E. A. Hol- 
landsworth of Rienzi, became the bride of Dr. 
Hayden B. Sutherland of Booneville. The Rev. 
J. V. Bennett officiated. Mrs. Sutherland is a 
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graduate of Mississippi State College for Women. 
Dr. Sutherland attended the University of Mis- 
sissippi and the University of Louisville, receiv- 
ing his M. D. degree at the latter place in June 
of this year. He is a member of the Sigma Phi 
Epsilon, Theta Kappa Psi and Alpha Omega AI- 
pha fraternities. Dr. and Mrs. Sutherland will 
make their home in Booneville where he is asso- 
ciated with the Sutherland Clinic. 

On Tuesday P. M., a number of the physicians 
of Prentiss County and Dr. Caldwell of Lee, 
met at the Northeast Mississippi Hospital in 
Booneville for the purpose of reorganizing the 
staff of this institution. The following officers 
were elected: Dr. L. L. McDougal, president; 
Dr. W. V. Davis, vice-president; Dr. R. B. Cun- 
ningham, secretary. A committee consisting of 
the president, secretary and Dr. W. M. Strange 
was instructed to draw up rules and by-laws to 
govern the meetings. At the conclusion of the 
business session, Dr. W. H. Sutherland presented 
a paper on caesarean section followed by hys- 
terectomy, with case report. Dr. R. B. Caldwell 
presented a case report on tetany complicating 
an eight months’ pregnancy. Both papers were 
liberally discussed. The next meeting will be held 
the first Monday night in November with Drs. W. 
H. Anderson and J. V. Crabb as essayists. 

The physicians of Northeast Mississippi have 
a great treat in store for them next week. Dr. 
James R. McCord of Emory University will give 
a series of lectures on obstetrics and gynecology 
in Booneville, October 10 to 14, inclusive. Dr. 
McCord is a pleasant, affable gentleman and is the 
best gynecologist and obstetrician in the country. 
His lectures are given in a clear, concise and 
highly instructive manner. We are looking for- 
ward to having Dr. F. J. Underwood with us 
at that time. Under his leadership the Missis- 
sippi State Board of Health has developed and 
carried out a program of public health that is 
second to none in the United States. 

Dr. and Mrs. W. H. Anderson, Drs. W. W. 
Strange and R. B. Cunningham of Booneville 
and Drs. R. B. Caldwell and Robert Christian of 
Baldwyn attended the Northeast Mississippi Thir- 
teen Counties Medical Society meeting at Hous- 
ton. 

Dr. W. H. Anderson was a professional visitor 
to Memphis last Tuesday. 

Dr. W. W. Strange was recently elected presi- 
dent of the Prentiss County Association. 

R. B. Cunningham, County Editor. 
Booneville, 
October 6, 1932. 


JASPER COUNTY 
Dr. T. E. Stafford, Stafford Springs, had the 
serious misfortune of losing his home in May, 
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1932. Dr. Stafford is a Tulane graduate, a son. 
of the discoverer and founder of the present Staf- 
ford Springs. Dr. Stafford is a man of our local 
profession of whom we are very proud, and one 
who has given a life of service to the profes- 
sion. 

Dr. Evans Gavin, Richton, has acquired the 
Stafford Springs and is turning it into a hospital 
for convalescents. Dr. Gavin is a graduate of 
Tulane University, an able physician and a man 
of considerable business acumen, and in all prob- 
ability the development of the lithia springs will 
place it at the disposal of the profession to a bet- 
ter advantage, and will be a great help to our 
profession not only locally, but nationally. 

Dr. Simmons of Fauke has recently removed to 
Bay Springs, where he will continue general prac- 
tice. 

G. E, Eddy, County Editor. 
Heidelberg, 
October 1, 1932. 





MONROE COUNTY 

It has been truly said that neither time nor 
tide will wait for any man. To our Jewish 
friends another day of atonement has come and 
gone—a new year is opening up. To us all time 
speeds on. As an evidence of this fact I will 
say that the third quarterly meeting of the Thir- 
teen Counties Medical Society is a fact of his- 
tory now. This great meeting of this great so- 
ciety was held at Houston on the twentieth of 
September. There is no other such society and 
there is no other such place of meetings. A 
splendid program, a splendid attendance and a 
matchless welcome and entertainment from a peo- 
ple of genuine hospitality. 

Dr. E. N. Holder of Memphis was our great 
essayist. The “Old War Horse” was equal to his 
reputation as well as to the occasion. We were 
honored by his presence—benefitted and edified 
by his able address. We were disappointed that 
he could not remain for the banquet and social 
feast that always follow our scientific programs. 
Other notables from Memphis were with us. 
Among these were Dr. Sanders, Dr. Whitman 
Roland, Dr. Hennessey and Dr. Bowen. They 
were, of course, very welcome. 

Dr. Walker (Daddy Walker) has been quite 
sick and had spent considerable time in a Mem- 
phis Hospital( this was for the convenience of 
the specialist who was treating him, not that 
the Houston Hospital is not as good as any hos- 
pital in any city). His presence and the fact 
that his health has been restored were a delight 
to us all. He seemed to have been rejuvenated 
as well as restored to health. He was never so 
entertaining nor never so much appreciated as 
on this occasion. Dr. Walker is, indeed, a won- 
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derful personality. When he passes from the stage, 
I fear no actor can be found to take his cast. “May 
he live long and prosper.” 

Dr. Philpot was master of ceremonies or toast 
master at the banquet. He was never so much 
at ease nor never so pleasing in manner before. 
Dr. Philpot is a splendid surgeon, a courtly gen- 
tleman and a true friend. This world needs 
more of his kind. 

Neither time nor space warrant mention of 
many others who were there and who richly de- 
serve favorable mention. Suffice to say that Dr. 
Mull of whom we are growing very fond was there 
and extended a cordial and pressing invitation 
to go to the University on the fifth instant (next 
Wednesday) to attend an all day meeting of the 
North Mississippi Seven Counties Society. Of 
course we shall go. At that meeting Dr. James 
S. McLester of Birmingham, will be prominent on 
the program. Dr. McLester, in my opinion, has 
few equals and no superiors among southern med- 
ical men. And this applies to the nation as a 
whole. 

We bow our heads in sorrow and sympathy 
with our friend, Dr. McCown of Aberdeen. Last 
week he gave, in death, one of his lovely daugh- 
ters. We can not hope to alleviate his grief. But 
we may bring some comfort to his crushed and 
broken heart by expressing our love and admira- 
tion for him and our deep regret. Dr. McCown 
is, indeed, one of “Nature’s Noblemen,” so quiet 
and unassuming, and yet with such lofty spirit 
and high ideals. His friends can trust him im- 
plicity (and if he had enemies, so could they). 

We have no cotton (the weevils got it all). 
hence we have no money. I fear the continued 
rains will ruin the corn in the fields. But we 
still have our friends and our self respect. So 
long as these remain and we can feel sure that 
God rules the universe, all will yet be well. 

G. S. Bryan, County Editor. 
Amory, 
October 3, 1932. 





HINDS COUNTY 

The staff meetings of the Jackson Infirmary 
were resumed September 29. A delicious lunch- 
eon was served after which there was a very in- 
teresting and instructive program. 

The Baptist Hospital staff meeting will be held 
at 6:30 p. m., October 4. We expect to have 
the usual good attendance and an interesting 
program. 

The October meeting of the Central Medical 
Society will be held at Yazoo City. Every one 
should go over and make this the best meeting 
of the year. We know we are going to have a 
good time. Watch for the date. 

Dr. W. W. Crawford, Hattiesburg, was honor 
guest of the Central Medical Society at the Sep- 


tember meeting which was held in Jackson, Sep- 
tember 20, at the Edwards Hotel. His paper, 
“The Cervix and Related Pathology,” was ex- 
temely interesting and was appreciated by all. 

Since squirrel season is open and cotton prices 
have a tendency to rise, the Hinds County doctors 
are in much better spirits. Get your old gun 
down and go hunting. 

Wm. F. Hand, County Editor. 

Jackson, 
October 8, 1932. 





HARRISON-STONE-HANCOCK COUNTIES 
MEDICAL SOCIETY 
October meeting will he held at the King’s 
Daughters’ Hospital, Gulfport, Wednesday, Octo- 
ber 5, at 7:30 p. m. 
Papers—Drs. Carrol and Shipp. 
Subject—Outstanding Figures in Early Medi- 
cine. 
E. A. Trudeau, M. D., Secty-Treas. 





ADAMS COUNTY 

Dr. W. C. Harper, Fayette, a recent graduate 
in medicine from Tulane University, after two 
years as an interne at the hospital in Shreve- 
port, Louisiana, has recently left for Philadelphia, 
where he is now connected with the medical staff 
of a hospital in the suburbs. 

Misses Hazel Crane, Sophie Rowland, Lillian 
Hornsby, Gruda Mae Smylie and Mrs. L. Una 
Milligan, Natchez, were recently in Jackson to 
take the state board examinations. 

L. Wallin, County Editor. 
Natchez, 
October 1, 1932. 
CHOCTAW COUNTY 

There has been no smallpox reported in our 
county for sometime, but we have recently had 
a few cases of diphtheria. 

Mrs. Russell and her sons, daughter and grand- 
sons of Dr. and Mrs. J. D. Weeks, left a few 
days ago for Virginia, where Mrs. Russell has 
a position and the boys will enter school. 

Dr. Reed is rebuilding on the lot where his 
residence burned a few months ago. I under- 
stand it will be a handsome dwelling when it 
is completed. 

J. James, County Editor. 
Ackerman, 
September 29, 1932. 





YAZOO COUNTY 

I have been in bed and in the house three 
weeks so have not been able to keep up with the 
Yazoo doctors. I hope to do better next time. 
Am improving slowly. 

C. M. Coker, County Editor. 

Eden, 
October 8, 1932. 
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ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY 

The regular monthly meeting of the Issaquena- 
Shawkey-Warren Counties Medical Society was 
held at the Y. M. C. A., Vicksburg, on October 
11, at 7:00 p. m., with twenty-two members 
present. Dr. H. S. Goodman, Cary, presided. 

The scientific program included the following: 

1. Some Sidelights on State Medicine—Dr. E. 
F. Howard. 


Discussed by Drs. F. M. Smith and P. S. Her- 
ring. Dr. Howard closed. 

2. Some Aids in Nephritis—Dr. Leon S. Lip- 
pincott. 


Discussed by Drs. I. C. Knox and L. J. Clark. 
Dr. Lippincott closed. 


3. Endometriosis; Case Reports—Dr. P. S. 


Herring. 
Discussed by Drs. G. 
sons, and F. M. Smith. 


M. Street, W. H. Par- 
Dr. Herring closed. 


Plans for the annual meeting to be held on 
Tuesday, December 13, were discussed. The pro- 
gram was announced as follows: 


Dr. I. I. Lemann, Professor of Clinical Medi- 
cine, Tulane University of Louisiana School of 
Medicine—“Some Reflections Upon Peripheral 
Vascular Disease.” 


Dr. Amedee Granger, Professor of Radiology, 
Tulane University Graduate School of Medicine 
and Director of Department of Radiology, Char- 
ity Hospital, New Orleans.—Will show and give 
a talk on a number of interesting lantern slides 
which demonstrate the indispensable use of the 
roentgen ray in the diagnosis of some obscure 
clinical and surgical diseases. 


Dr. Willard Bartlett, Jr., St. Louis—“Kidney 
Complications of Gall Bladder Disease.’ 


The annual meeting of the Society will include 
a banquet and every member of the Mississippi 
State Medical Association and Louisiana State 
Medical Society is cordially invited to attend. 


The Society adopted resolutions endorsing the 
work of Dr. F. M. Smith as Director of the War- 
ren County Health Department and urging the 
Board of Supervisors to continue its appropria- 
tion for the department. 


The next meeting of the Society will be held 2 
the Y. M. C. A., Vicksburg, on Tuesday, Novem- 
ber 8, at 7:00 p. m. The program will be in 
charge of Dr. N. B. Lewis, chairman; Dr. S. W. 
Johnston, Dr. I. C. Knox, Dr. B. T. Orendorf, 
Dr. G. C. Jarratt, Dr. A. K. Barrier, Dr. E. B. 
Stribling, Dr. J. B. Benton, Dr. B. B. Martin, 
Dr. W. H. Scudder, and Dr. M. J. Few. 
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LEST WE FORGET THEIR GOOD WORKS 
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P. W. ROLAND, M. D. 
Oxford 
President, Mississippi State Medical Association 
1894-1895 

Peter Whitman Rowland was born at Oakland, 
Miss., February 25, 1861, of Virginia stock. 
His great-grandfather, Michael Rowland of Vir- 
ginia, who took part in the Revolutionary war, 
being present at the battle of Guilford Court 
House, traced his ancestry to John Rowland of 
Surrey, England, who came to America in 1635. 
Creed Rowland, a son of Michael, moved to Mis- 
sissippi about 1840 and settled in Lowndes Coun- 
ty, later going to Aberdeen, near which place 
he died, 1866. His son, Dr. Wm. B. Rowland, 
was the father of the subject of this sketch. 
Dr. Rowland’s mother was a Tennesseean, a de- 
scendant of Chas. Moorman of Louisa County, 
Va., who emancipated his slaves in 1778. 

Dr. Rowland was educated in the private schools 
of Memphis, Tenn., and at Oakland Academy, 
took his medical degree from the Memphis Hos- 
pital Medical College in 1882 and settled in Cof- 
feeville where he practiced fifteen years prior to 
his removal to Oxford. In 1887 he took post- 
graduate work in the hospitals of New York and 
Philadelphia, attending a course at the New York 
Polyélinic. He was appointed a member of the 
Board of Health in 1900 by Gov. Longino and 
re-elected to this position in 1904 by the Medi- 
cal Association. 

In 1903 the Medical School of the University 
of Mississippi was organized, at which time Dr. 
Rowland was elected to the Chair of Materia 
Medica and Pharmacology, a position he occupies 
at the present time (1931). He was also elected 
University Physician in 1907 during the admin- 
istration of Chancellor Kincannon, filling this place 
continuously until 1925, when, on account of over- 
work, he resigned, since which time he has de- 
voted his entire time to teaching. It may be 
worthy of note that during the entire period 
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of eighteen years that he served as University 
Physician, including the epidemics of Influenza 
of 1918 and 1925, personally treating five hun- 
dred and fifty cases, only one death occurred. 

Dr. Rowland also takes pride in the fact (in so 
far as he has been able to discover) that a separ- 
ate department of Pharmacology of the Univer- 
sity Medical School, fully equipped, was one of 
the first in the entire country, certainly the first 
in the South to be organized. 

Dr. Rowland was vice-president of the Missis- 
sippi State Medical Association from 1890-1891 
and Corresponding Secretary from 1892-1893. He 
is a fellow of the American College of Physicians. 

Dr. Rowland married, January 15th, 1885, Miss 
Eugenia Susan Herron of Coffeeville, Miss., and 
to this union were born four children, one of 
whom, Dr. Whitman Rowland, is now located in 
Memphis, and Herron Rowland, a druggist in the 
city of Oxford, Miss. 

NOTE.—If anyone knows of any additions or 
corrections that should be made to the above 
sketch, please communicate with Dr. E. F. How- 
ard, Historian, Vicksburg. 





WARREN COUNTY HEALTH DEPARTMENT 

At a recent meeting of the Board of Super- 
visors of Warren County it was voted to discon- 
tinue the appropriation for the Warren County 
Health Department on January 1, 1933. It was 
generally understood, however, that should a ma- 
jority of the people favor the continuance of the 
department, the action of the Board might be 
rescinded. In support of the department, the Is- 
saquena-Sharkey-Warren Counties Medical Socie- 
ty at its last meeting, adopted the following res- 
olutions: 

October 11, 1932. 

REALIZING from observation and experience 
the remarkably worthwhile work that is being 
done by the Warren County Health Department 
in the prevention of disease and physical suf- 
fering and the better living and health conditions 
of our people that have come about through the 
leadership of its director, and 

REALIZING that in Warren County since the 
flood of 1927, we have had an unusual opportun- 
ity for observing and studying the benefits of 
public health work as efficiently carried out by 
a full-time county health department, be it, 
therefore, 

RESOLVED, that we, the members of the Isso- 
quena-Sharkey-Warren Counties Medical Society, 
in regular meeting assembled, heartily endorse 
the outstanding work of Dr. F. Michael Smith, 
Director, and his assistants, and do respectfully 
request and urge the Honorable Board of Super- 
visors of Warren County to rescind its action 
whereby the Warren County Health Department 
would be deprived of its appropriation from the 
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County, to the end that the Warren County Health 
Department may carry on and extend its work 
so well established and under way and that the 
benefits of public health work may reach every 
part of the County and continue Warren County 
in the position of leadership which it now holds 
in Mississippi and beyond its borders, and be it 
further 

RESOLVED, that copies of these resolutions 
be forwarded to the Honorable Board of Super- 
visors with the request that they be given thought- 
ful and constructive consideration. 

Unanimously adopted. 

Leon S. Lippincott, Secretary. 


DISTRICT INTEREST AND ACTIVITY 


The Mississippi State Medical Association News 
in our Journal is a responsibility of our county 
editors. With the exception of six counties of 
the state, every county has an editor or at least 
editors have been selected and appointed for 
those counties. The activities of county editors 
are a responsibility of the presidents of societies. 
When a county editor does not function, presi- 
dents are expected to know why. When presi- 
dents do not perform this part of their duties 
district councilors are responsible. The activi- 
ties of county editors by districts is given below. 


Please look for your county and district. Are 
you proud of what is being done? If your editor 
is really functioning, congratulate him. If your 


editor is not doing his duty will you not ask your 
president to see that he does function or appoint 
an editor who will take an interest. 

The Mississippi State Medical Association News 
is an activity of the Associatipn designed to keep 
all component counties in close touch with each 
other and thus to strengthen and bind together 
the component societies for a better state organ- 
ization. A strong state association benefits every 
member. Will you not take a part in this work? 
The figures below cover the last 18 months. 


FIRST COUNCILOR DISTRICT 
J. W. Lucas, Councilor 


Possible number of items, 162; actually re- 
ceived, 24; per cent, 15. 


County 
Mo. Re- Mo. 
Editor sponsible Active 
Bolivar............:-..:. C. W. Patterson ...... 12 5 
Coahoma................ No editor. 
Humphreys...........- G. B. Barnes.......... 11 2 
SES ae eee ree W. B. Dickins............ 11 11 
QGuitman................. No editor. 
Sunflower............... R. M. Donald............ 11 0 
Tallahatchie........... No editor. 
ne No editor. 
Washington............ FP. M. Acree........:..... 11 7 
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SECOND COUNCILOR DISTRICT Issaquena............--. W. H. Scuddev........ 18 6 
L. L. Minor, Councilor Madison..............--- Robert Smith .......... 4 0 
Possible Number of items, 162; actualy re- Rankin................... W. H. Watson.......... 4 0 
ceived, 11; per cent, 6. EE WwW. C. Poed:........ 18 8 
County ee S. 2. Siaik.............. 6 1 
Mo. Re- Mo. E. L. Walker............ 6 3 
Editor sponsible Active Warren...........-...... BR. 3. Jones....:......... 18 11 
ene Uae V:, Worrell ................ 18 0 , 0 C. R Coens 18 10 
a ccbacnintincesene A. V. Richmond........ 18 1 SIXTH COUNCILOR DISTRICT 
Lafayette............... E. S. Bramlett.......... 18 0 H. Lowry Rush, Councilor 
Marshall.............. D. R. Moore............ 18 1 Possible number of items; 126; actually re- 
Panola...............--.-. G. H. Wood.............. 18 4 ceived, 29; per cent, 23. 
een senatiri scence Ww. Ei Bee............ 18 1 County 
| ee C. M. Murry............ 18 2 te. th 
Union..................... H. P. Boswell............ 18 s Editor sponsible Active 
Yalobusha.............. G. A. Beewne.............. 18 1 Kemper.................. Ma edfter. 
THIRD COUNCILOR DISTRICT Lauderdale............ i Ae eee 18 5 
M. W. Robertson, Councilor een I. A. Chadwick.......... 18 1 
Possible number of items, 234; actually re- Newton.................. S. A. Majure............ 18 1 
ceived, 56; per cent, 24. Neshoba.............-..- J. S. Hickman.......... 18 7 
County ERED aeons! W. C. Anderson...... 18 0 
Mo. Re- Mo. WOE eee M. L. Montgomery....18 15 
a a SEVENTH COUNCILOR DISTRICT 
MINI ccscccstuasoanies > 0 8 4 Joe E. Green, Councilor 
a F. L. McGauhy........ 18 0 Guente 
Chickasaw.............. No editor. i ee 
Clay.............-.-.------ L. W. Dotson............ 8 3 Editor sponsible Active 
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NINTH COUNCILOR DISTRICT 
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Possible number of items, 72; actually received, 
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A MESSAGE FROM THE STATE PRESIDENT 

Just a short report of my “official visits” to 
several of the Auxiliaries of Mississippi. 

On October 5 it was my privilege to be with 
the Hinds County Auxiliary at its regular meet- 
ing and such an inspiration to be with this group 
of ladies. They are planning to have monthly 
meetings and I am sure they will go forward in 
the work with much steadfastness, which will be 
very beneficial to each one. While in Jackson, 
(Hinds County), I had the pleasure of being 
in the home of Dr. and Mrs. A. G. Wilde. Mrs. 
Wilde is the local president also our state secre- 
tary, and a charming hostess. While I disliked to 
leave such a pleasant home, I knew other places 
were expecting me so October 5 was spent at 
Oxford, with the Auxiliary to the North Missis- 
sippi Medical Society. While there I was fortu- 
nate enough to be the guest of Dr. and Mrs. 
A. H. Little. The attendance there was very 
disappointing, but they are very loyal as the paid- 
up membership shows. I trust North Mississippi 
will become a little more active. 

October 6 will always be a bright spot in my 
memory. It was just a year ago that they or- 
ganized, and such an enthusiastic group of doc- 
tors’ wives. The meeting was held at Bude, in the 
home of Dr. and Mrs. C. E. Mullins, where a 
splendid luncheon was served. Mrs. Mullins is 
local president. 

I then came home tired and happy—happy that 
I am allowed the privilege of the contact of the 
wives of the physicians of Mississippi. On Octo- 
ber 12, we drove over to Greenwood to meet with 
the Delta Medical Society which so whole-heart- 
edly gave its permission to organize an Auxiliary 
to the society. This group of women had the 
pleasure of hearing and meeting Mrs. Wm. R. 
Brooksher, Jr., Fort Smith, Ark., who is second 
vice-president to the Women’s Auxiliary to the 
American Medical Association. Mrs. Brooksher 
is a most charming woman of great personality 
and her talk was very instructive and inspiring. 
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So sorry that every doctor’s wife of Mississippi 
could not have had the opportunity to hear our 
guest of honor, Mrs. Brooksher. So glad to re- 
port an organization was perfected to the Delta 
Medical Society. A write-up of this meeting will 
appear later. Just wanted to tell everybody that 
the Delta Medical Society has a most enthusiastic 
Auxiliary. I am expecting great things of this 
new organization. 

In this issue you will find an article, “The 
Doctor’s Wife,” by Mrs. T. B. Holloman, Itta 
Bena. This was read as a toast at a meeting of 
the Delta Medical Society and appeared in the lit- 
tle magazine, “The Mississippi Doctor,” some time 
ago. We sincerely trust Mrs. Holloman will send 
us some of her splendid writings from time to 
time. 

There are lots of happy incidents I could tell 
you of these pleasant -visits, but space will not 
permit, however, let me beg of you to never falter 
in your efforts to make our Auxiliary reach the 
highest peak of efficiency. 

I thank you. 

Mrs. W. C. Pool. 
Cary, 
October 14, 1932. 





THE DOCTOR’S WIFE 

The woman who is honored most in song and 
story is “Mother”. Next to mother, I beg the pri- 
vilege to place in rank of honor, the Doctor’s 
Wife, the silent partner of the medical profes- 
sion. Silent, though always on the job, because 
you of the medical profession, more than any 
one else know and understand the mystic hour 
of joy and pain that puts the halo around mother. 
You will know and understand why I place the 
doctor’s wife so highly whether she be a mother 
or not. 

This partner of yours has kept pace with you 
along every line save one—she had not been per- 
mitted to specialize. You can choose the line of 
work you like best and for what you are most fit- 
ted and attain perfection in that line. Not so— 
your partner—she must be perfect in many lines. 
First, as a home-maker she must practice the 
laws of. hygiene to demonstrate your teachings. 
For the same reason the children in the home 
must be kept physically fit. She must be pre- 
pared to give first aid to the neighborhood chil- 
dren as well as her own when the “doctor is out,” 
keeping a supply of bandages, iodine, etc., for 
stumped toes, cut heads and the like. The doc- 
tor’s wife, more than the wife of the minister, 
is called upon to bring joy and sunshine into the 
sick room; to drop the sympathizing tear and 
words of comfort or as the intercessor asking 
divine blessings on the means being used to re- 
store life and health. In the religious activities 
and social affairs of the community she is ex- 
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pected to be in the forefront. She must not 
only be a friend to the elite of the community 
but the poor and humble, including the colored 
races. 

Last but not least, she must rival the telephone 
girl with a pleasant voice and courtesy (and all 
this, may be, after a sleepless night) and her re- 
ward—to go alone to seek recreation at the thea- 
ter party while you are “making a call.” 

May I remind you of the mythological story 
of Theses and his love,—how, when he was leav- 
ing to go to the forest to conquer the wild beast, 
his love tied a silken cord around his arm, re- 
taining the ball of cord. She told him when he 
was in danger the cord #vould tighten around his 
arm reminding him that she was thinking of him 
and praying for him. When you are away from 
home battling with disease the silken cord that 
tightens around you is a prayer in the heart of 
this silent partner—with all honor to that one, 
second only to “Mother”, “The Doctor’s Wife.” 


Mrs. T. B. Holloman, Itta Bena. 





WARREN COUNTY 


The Auxiliary benefit card party given by the 
Warren County members of the Auxiliary to the 
Issaquena-Sharkey-Warren Counties Medical So- 
ciety at the Coral Room in the Hotel Vicksburg 
was a huge success and the funds from this en- 
tertainment will be used to pay our part to send 
some needy child to the Preventorium at Magee 
and to buy some magazines and other things for 
the children there. The public always responds 
to any worthy cause and we were very grateful to 
them for responding at this time. 

Dr. and Mrs. S. W. Johnston and Miss Polly 
Pond have returned from a three weeks’ visit to 
Rochester, Minn., where Mrs. Johnston and Miss 
Pond were the guests of Dr. and Mrs. Hugh H. 
Johnston, and Dr. Johnston spent a very profitable 
time visiting the Mayo Clinic. 

We were delighted to see Dr. M. H. Bell down 
town mingling with friends after an illness of 
several months. 

Mesdames Gus Street and H. H. Haralson ac- 
companied the executive secretary, Mrs. Mildred 
L. Herzog, and her co-workers to the Red Cross 
Regional meeting at Yazoo City, this month. 

The Warren County Anti-Tuberculosis Associ- 
ation had as its guests Mr. J. T. Savage, presi- 
dent, and Mr. Logan H. McLean, Jackson, execu- 
tive secretary, at the last meeting. The ladies 
of the Medical Auxiliary compose a part of this 
organization as follows: Mrs. H. H. Bell, presi- 
dent; Mrs. H. H. Haralson, vice-president; Mrs. 
Augustus Street, recording secretary, and Mrs. 
S. W. Johnston, member of the Executive Board. 

All are active workers against tuberculosis. 

Dr. and Mrs. H. B. Wilson are now residing 
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in their cozy suburban home and are enjoying 
the quietude of country life. 

Mrs. Norman Stout, daughter of Dr. and Mrs. 
M. H. Bell, has fully recovered from appendicitis 
and has returned home. 

At the home of Dr. and Mrs. George Street 
last month there was a parcel post party for the 
benefit of the Trinity Church Group No. 5, of 
which Mrs. Street is leader. There were several 
hundred packages donated and they in turn were 
sold at reasonable prices. The ladies sold every- 
thing and to make the party more sociable served 
sandwiches and tea to their guests. 

Mrs. H..H. Haralson spent several days this 
month with her mother, Mrs. L. D. Coats, at Bas- 
trop, La. Accompanying her were Misses Ethel 
Klein, Ann White, Leavel Coats and Jean Selby. 

* Mrs. H. H. Haralson, Publicity Chairman. 
Vicksburg, 
October 12, 1932. 





PIKE COUNTY. 

It gives me peasure to inform you of our suc- 
cessful organization of a Ladies Auxiliary in Pike 
County at McComb yesterday. We took advantage 
of the opportunity to organize while all of the 
wives of the doctors of the Eighth Councilor’s 
District had assembled in McComb, as guests of 
the doctors. 

At one time there was a Ladies Auxiliary in 
this county, but it had dis-assembled. There was 
a splendid group of the ladies present from the 
different counties comprising the Eighth District. 

Great credit goes to Mrs. Tomas Purser and the 
other ladies of McComb and Pike County, in their 
untiring efforts to complete the organization and 
for the splendid dinner and program that was given 
after the meeting at Mrs. Bauer’s residence. She 
was a most delightful hostess. 

After the ladies had assembled in the Methodist 
Church, the meeting was called to order by Mrs. 
Lucian S. Gaudet of Natchez, Councilor for the 
Eighth District. The ladies were honored by Mrs. 
F. L. VanAlstine, president-elect and chairman of 
organization, who gave a very interesting talk on 
the purposes of the organization. We were also 
delighted by the interesting address of Mrs. Dan 
Williams of Gulfport. There were many inter- 
esting guests present: Mrs. Wilde and Mrs. Gar- 
rison of Jackson, Mrs. Frizell, Mrs. May and 
others from Brookhaven, Mrs. Field and Mrs. 
Catchings from Wilkinson County, and many 
other delightful visitors of whom I did not get 
an opportunity to get the names. A motion was 
then made to re-organize the Auxiliary in Pike 
County, and after some discussion the following 
officers were elected: Mrs. T. B. Abney of Mc- 
Comb, president; Mrs. Thomas Purser, vice-presi- 
dent; Mrs. W. F. Cotton, secretary-treasurer, and 
Mrs. Moore of Magnolia, historian. There being 


no further business to come before the organiza- 
tion the motion was made to adjourn. The ladies 
then drove out to the beautiful home of Dr. and 
Mrs. H. L. Bauer, where the guests were enter- 
tained by recitations, music numbers and dancing, 
after which tea was served by Mrs. Cotton and 
Mrs. Abney. Those in the receiving line were 
Mrs. H. L. Bauer, Mrs. R. H. Brumfield of Mc- 
Comb, Mrs. VanAlstine, Mrs. T. Hewitt and Mrs. 
Gaudet. 
Sincerely, 

Mrs. Lucien S. Gaudet, 

Councilor Eighth District. 
Natchez, October 12, 1932. 


HARRISON-STONE-HANCOCK COUNTIES. 

The October meeting of the Women’s Auxiliary 
to the Harrison-Stone-Hancock Counties Medical 
Society was held Wednesday, October 5, at the 
home of Mrs. E. D. Gay in Long Beach. Following 
the regular routine of business a discussion per- 
taining to the painting to be done by the Auxiliary 
was taken up, the members expressing pleasure in 
playing a part in this necessary work. Mrs. E, C. 
Parker is chairman of the committee on hospital 
improvement. 

A nice donation was given to the fund for Mrs. 
R. S. Dinsmore whose home was completely de- 
stroyed by a water spout two weeks ago. Mrs. 
D. J. Williams had served as chairman of this 
worthy cause as a representative of the Women’s 
Club and the Auxiliary was glad to help Mrs. 
Dinsmore who has been active more than twenty- 
five years on the hospital board. 

Plans were made for entertaining our State 
President, Mrs. W. C. Pool, on November 2 at the 
home of Mrs. E. C. Parker. 

Those present were Mesdames George Melvin, 
President, Beckett, Laird, Gay, McWilliams, Files, 
Parker, Williams, and Dr. Emma Gay. 

The young son and daughter of Drs. A. S. and 
Margaret Caraway, Archibald and Margaret, are 
attending state college at Oxford this year. Young 
Archibald is taking the medical course. 

Mrs. W. A. Dearman is better after an illness 
of nearly a month. 

Dr. and Mrs. Dan Williams visited the meeting 
of the Pike County Medical Society at McComb 
on October 11—a splendid time and program was 
thoroughly enjoyed. 

The entertainment and supper given by the 
Women’s Auxiliary at the home of Dr. and Mrs. 
D. G. Rafferty of East Beach, Pass Christian, in 
September, was attended by about two hundred 
guests from Bay St. Louis to Biloxi. Assisting 
Mrs. Rafferty in receiving and serving were Mes- 
dames George Melvin, E. C. Parker, W. E. Man- 
ney, C. A. McWilliams, M. M. Snelling, W. A. 
Dearman, Daniel J. Williams and Dr. Emma Gay. 
Supper was served. Proceeds from the entertain- 
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ment will be used by the Auxiliary in its work in- 
side the King’s Daughters’ Hospital, Gulfport, a 
sum of about $100 being realized. 

Mrs. D. J. Williams, Publicity Chairman. 
Gulfport, October 7, 1932. 


WOMEN’S AUXILIARY TO THE DELTA 
MEDICAL SOCIETY. 

A meeting of all the wives of the doctors of 
the Delta Medical Society was called in Green- 
wood, Oct., 12, for the purpose of organizing an 
Auxiliary to the Delta Medical Society. 

There were 16 wives present representing three 
of the five counties in the Delta. Mrs. F. M. San- 
difer of Greenwood acted as temporary president 
while Mrs. J. P. Bates of Greenwood acted as 
temporary secretary. 

Mrs. W. C. Pool of Cary, the state President, 
read the state constitution and by-laws and Mrs. 
Brooksher of Fort Smith, Ark., the first vice-presi- 
dent of the National Medical Auxiliary spoke on 
“Why Have an Auxiliary?” 

Mrs. Beals moved that the organization be 
formed and immediately the Women’s Auxiliary 
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to the Delta Medical Society proceeded to organ- 
ize. The officers elected were as follows: 
Mrs. J. A. Beals, Greenville, President. 


Mrs. J. C. Adams, Greenwood, First Vice-Presi- 
dent. 


Mrs. J. C. Pegues, Greenville, Secretary and 
Treasurer. 


Mrs. T. B. Holloman, Itta Bena, Parlimentarian. 

It was moved and carried that the president, 
Mrs. Beals, have power to appoint vice-presidents 
from counties not represented. A chairman of 
publicity was to be appointed also. 

It was moved and seconded that the dues for 
the Auxiliary be seventy-five cents this year. 


Those who joined were: Mrs. T. B. Holloman, 
Mrs. L. A. Barnett, Mrs. W. G. Tabb, Mrs. L. F. 
Ferguson, Mrs. C. N. D. Campbell, Mrs. S. L. 
Brister, Mrs. J. C. Adams, Mrs. L. B. Otken, 
Mrs. B. B. Harper, Mrs. F. M. Sandifer, Mrs. T. B. 
Lewis, Mrs. J. E. Dunlap, Mrs. J. C. Pegues, Mrs. 
J A. Beals. 


Mrs. J. C. Pegues, Secretary. 
Greenville, October 17, 1932. 





BOOK REVIEWS 


Mental Deficiency Due to Birth Injuries: Edgar A. The patients with three exceptions 


Doll, Ph. D., Winthrop M. Phelps, M. D., and 
Ruth Taylor Melcher, M. A. New York, The 
Macmillan Co. 1932. pp. 289. 

The purpose of the book is indicated by the 
title. It discusses mental deficiency due to birth 
injuries in general and twelve selected cases in 
particular. The work was inspired by a belief 
that some of these unfortunate children who are 
so badly crippled on the motor side, both as to 
general movement and speech, might have intel- 
lectual potentialities which were concealed by their 
isolation, and that such latent talent might be cul- 
tivated by specialized education. 

From an institutional population of five hundred 
mentally deficient adults and children, twelve were 
selected for investigation; their ages ranged from 
three years and eight months to thirty-nine years 
and seven months; their I. Q.’s by the Binet scale 
varied from 31 to 94 on eleven. One could not be 
rated. 

A comprehensive review is made of the scant 
work previously done in this particular field, but 
the major portion of the book carries detailed 
reports on the group which was studied. One might 
wish that the period of observation were longer. 
From the many systems which have been devised 
as a measure of mentality eight were selected and 
applied and a careful tabulation and comparison 
of results indicated that the Binet was the most 
satisfactory. Appropriate modifications had to be 
made in view of the defects of these subjects. 


presented 
spastic or athetoid conditions and treatment was 
largely by physical therapy—largely passive and 
active motion under controlled conditions with very 
little mechanical apparatus. The course is long 
and tedious and requires infinite patience but as 
physical improvement occurred the mental condi- 
tion also improved. The study is extraordinary 
complete and the reports cover some two hundred 
and thirty-seven of the two hundred and seventy- 
five pages of the book. The wealth of detail will 
prove of much interest to specialists but will not 
be found very readable by the busy general 
practitioner. The book is a distinct addition to a 
neglected subject and sheds a ray of hope for 
pathetically crippled little children. 
GILBERT ANDERSON, M. D. 


Collected Papers of the Mayo Clinic and the Mayo 


Foundation: V. 23. 1931. Philadelphia, 
W. B. Saunders Co. 1932. pp. 1231. Price, 
$13.00. 

This, the twenty-third volume, consists of 


twelve hundred and thirty-one pages, with two 
hundred and sixty-five illustrations.. Ninety-nine 
papers are re-printed in full, three hundred and 
ninety-nine are given by title only, while seventy- 
nine, chiefly of interest to specialists in some 
branch of pure science, surgery or medicine are 
abstracted or abridged. 

Even though this method is employed this 
edition is rather lengthy, due to the voluminous 
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amount of work, research and clinical, put out by 
this institution. 

Following the custom of previous years the 
material selected is of value not only to the diag- 
nostician and general surgeon but also to the 
general practitioner. 

This edition, like its many predecessors, full of 
“meat” and up to the minute, should find a ready 
place in any physician’s library. 

Pau. G. Lacrorx, M. D. 


The Healing Cults: By Louis S. Reed, Ph. D. 
Chicago, University of Chicago Press. 1932. 
pp. 134. Price, $2.00. 

This is a well written book relative to the heal- 
ing cults, the most prominent of which are covered 
very thoroughly. The book should be read by 
every practicing physician. 

Roy H. HARRISON, M. D. 


A Text Book of Pathology: An Introduction to 
Medicine: By William Boyd, M. D., M. R. 
C. P. (Ed.), F. R. C. P. (Lond.), Dipl. Psych., 
F. R. S. C. Philadelphit, Lea & Febiger. 1932. 
pp. 946. 

The author in his preface clearly indicates the 
purpose for which the book has been published, 
namely, as a text for students of medicine and 
graduates who have not specialized in the field of 
pathology. 

The preface is really a splendid and logical pre- 
sentation of the proper position which pathology 
occupies in the field of medicine. Its contents 
would really form a splendid introductory lecture 
to the medical student in the departments of med- 
icine and surgery, as well as that of pathology. He 
clearly elucidates the erroneous misconceptions 
that some clinicians unfortunately possess in re- 
gard to the important subject of pathology; this 
applies particularly to the medical field, rather 
than that of surgery, since the surgeon’s scapel 
is usually directed towards pathological lesions or 
neoplasia. 

Prof. Boyd explains convincingly that the study 
of pathology is not confined to the post-mortem 
room or the laboratory, but that each sick person 
or patient embodies pathological lesions or physi- 
ological alterations that are expressed by the 
subjective and objective presentations of that in- 
dividual and that a clear understanding of the 
morbid processes elucidates and explains the 
clinical case. 

His general approach to the subject, his logical 
delineation of the various topics and the clarity of 
the index are most satisfying. 

The causal agent of the disease and the re- 
sultant host response both from the tissue and 
immunological aspects are interwoven in careful 
sequence, ; 

Allergy, atopy, anaphylaxis and hypersenstiza- 
tion, in general, are clearly discussed. 
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The relationship of the various vitamin deficien- 
cies to the production of disease receives due 
consideration. 

With the presentation of the pathology of the 
important diseases, a gist of the clinical picture 
is presented. The pathology is amply described 
and all modern conceptions are incorporated. 

There are a considerable number of illustrations 
which are representative although not striking, in 
character. 

There are sufficient basic references for further 
reading, but, as the author states, there is no in- 
tention of a replete bibliography. 

It is the opinion of this reviewer that this text 
will prove of much value not only to medical 
students but to doctors of medicine who have re- 
ceived but little training in the field of pathology 
or are unmindful of the basic or fundamental 
dependence of medicine upon a substantial founda- 
tion of pathology and its allied branches. 

WILLIAM H. Harris, M. D. 


Nursing in Nervous Diseases: By James W. 
McConnell, M. D. Philadelphia, F. A. Davis 
Company. 1932. pp. 153. Price, $1.50. 

The author presents in this volume the sub- 
stance of a series of conversational, clinical 
lectures delivered by him in the Philadelphia 
General Hospital to classes of nurses from that 
hospital and adjacent institutions. 

The subject matter is presented in a series of 
fourteen chapters covering 150 pages of text 
illustrated with twenty-four engravings, and is 
indexed. 

The first chapter is devoted to the description 
of the gross anatomy and physiology of the 
various parts of the nervous system. In the second 
chapter is found the definition of terms used in 
neurologic nomenclature, and in the third chapter 
is found a list of articles forming the contents of 
a neurological tray. The fourt chapter, under the 
heading of Physical Therapeutics, describes the 
therapeutic means, other than drugs, made use of 
in the handling of those affected with nervous 
diseases. The fifth chapter is devoted to features — 
of unconsciousness (from a neurologic standpoint), 
resulting especially from head injuries and vas- 
cular lesions. 

The remaining nine chapters are devoted to the 
following common nervous diseases: Apoplexy, 
epilepsy, diseases of the spinal cord, tabes dor- 
salis, poliomyelitis, neuritis, paralysis agitans, 
chorea, and neuroses and psychoses. Each of 
these chapters contains a brief description of the 
malady with a cataloguing of the most important 
symptoms. 

At the end of each chapter are review questions 
which will be found most helpful to the student 
nurse. 

Throughout, the nurse receives invaluable in- 
structions regarding the handling of patients 

















suffering with these maladies. Particularly strik- 
ing, are those instructions found in the last 
chapter, concerning the neuroses and psychoses. 

The limited space of this work precludes the 
possibility of elaborating any details, and, there- 
fore, we find missing, the minute anatomy of 
naurones and the neurone theory. The author has 
also found it impractical to include details regard- 
ing the use of psychotherapeutic means. This does 
not detract from the main purpose of the work, 
which is to instruct the nurse so as “to make life 
easier for both the student nurse and the patient 
suffering from nervous disease.” 

Neurologists and psychiatrists have frequently 
experienced the utter unpreparedness of nurses 
taking care of their patients. Here, therefore, is 
an opportunity for the correction of this evil, and 
the writer would urge all nurses who intend at 
any time to minister to the nervous and psychotic 
to equip herself with a copy of this book. This 
is a very valuable work, and fills a distinct want 
in the proper instruction of nurses, and should 
have a wide circulation. 

L. L. CAZENAVETTE, M. D. 


The Cardiac Output of Man in Health and 
Disease: By Arthur Grollman, M. D. Spring- 
field, Ill., Chas. C. Thomas, 1932. pp. 324. 

In the first part of the book the author takes 
up the different methods of the determination of 
the cardiac output in a very satisfactory manner. 

Part Two is taken up with the determination of 
the cardiac output by the acetylene method, stating 
that this method is the one most likely to 
prove applicable to clinical cases. Other physiolo- 
gists, however, state that the cardiac output is 
difficult to ascertain and perhaps uncertain; there- 
fore, one may see the limitations of this study in 
clinical cases. 

A statement is made in Part Three that in the 
author’s experience, change in posture has rela- 
tively little or no effect on the cardiac output. 
This is at variance with other studies, which seem 
to show increased output in the recumbent position. 
The author explains this by the greater difficulty 
of obtaining homogeneous mixture in the lung- 
bag system when in the recumbent position, than 
when the subject is sitting or standing. 

He finds that rise in cardiac output after meals 
varies from 0.5 to 2 liters in different individuals, 
a thing clinicians may well remember. Also, the 
practice of forcing fluids in fever, particularly 
where myocardial strain is already present, might 
appear to be bad practice. His findings seem to 
show that the blood pressure does not fall any 
lower during sleep than it does when the subject 
is fully relaxed and at rest. There is some differ- 
ence of opinion on this point. 

His study shows that psychic disturbances are 
capable not only of affecting the pulse and blood 
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pressure, but may have an appreciable effect on 
the output of the heart. This is well to remember 
in the handling of heart cases. ~~ ~~ =" 

Chapter xvii describes the increased cardiae’out- 
put seen in high temperatures and muscular 
exercise; the fact is also brought out that cardiac 
output does not rise immediately upon arrival at 
high altitude, but requires some days before it 
attains its maximum value. 

In the chapter on the relation of cardiac output 
studies to pharmacodynamic problems, a short dis- 
cussion of alcohol, coffee and tobacco is made. 

Attention is called under digitalis to Stewart’s 
work, to show that when administered to normal 
individuals it results in a decrease of the cardiac 
output, in a slowing of the heart, and a decrease in 
cardiac size by roentgen ray. In pathologically 
distended hearts, there was a decrease in size but 
the cardiac output was increased. These effects 
are due to increased muscular contraction. We 
think his suggestion, that digitalis is valuable in 
cardiac dilatation or marked arrhythmias and that 
its use, in other cases, may have a deleterious 
effect; therefore, should not be given indiscrim- 
inately. However, as Winckebach said: ‘“Scien- 
tific evidence and reasoning, often only superficially 
accurate, cannot yet be counted the final argument 
for or against the administration of digitalis in a 
given case.” 

The chapter on Heart Disease brings out noth- 
ing new. 

Under hypertension the author mentions the 
results of the work of Hayasaka, that indicates 
that in benign-hypertension the excessively high 
arterial blood pressure is maintained by an in- 
creased cardiac output, and is not the immediate 
result of any change in the volume of the vescular 
bed. This is of interest to think of in connection 
with cases of hypertension that have coronary 
occlusion, whose presures stay down even after 
the patient is back at work. There is apparently 
a difference in cardiac output in the so-called 
nephrogenic and the essential types of hyperten- 
sion. There is some variance of opinion in these 
questions. 

Under hyperthyroidism attention is called to 
Vansi’s work, that determination of cardiac out- 
put may be used to differentiate Graves’ disease 
and the cardiac symptoms of the neurotic patient, 
the output being increased in the former and not 
in the latter. 

In the latter part of the book he takes up the 
relation of cardiac output to metabolism, pulse 
rate, velocity of the blood flow, blood pressure and 
the size of the heart. The last chapter deals in a 
commendable way with the regulation of the 
circulation. 

The reviewer thinks the book worthy of recom- 
mendation. 

J. M. BAMBER, M. D. 








384 





The Curative Valwe of Light: By Edgar Mayer, 
M. D., F. A. C. P. New York, D. Appleton 
& Company. 1932. pp. 175. 

The writer of this little volume of the Apple- 
ton Popular Health Series is medical director of 
the Northwood Sanatorium and the National 
Variety Artists Sanatorium, at Saranac Lake, 
N. Y. He is the author of “Clinical Application 
of Sunlight and Artificial Radiation,” a treatise 
which, because of its technicality, is of significance 
only to physicians and research workers. His 
patients are constantly questioning him about 
sunlight, sun lamps, irradiated foods and so forth, 
and so he undertook the preparation of this work 
in which he presents in a simple and concise man- 
ner the chief facts concerning the use of light and 
its related products in health and disease as agents 
of prevention and cure. 

There are chapters on the development of 
modern heliotherapy and of artificial sources, the 
physical characteristics of radiant energy, and its 
general action on the body, the sun-bath in health 
and disease, and the technic of exposure. The 
danger and signs of over-exposure are stressed. 

The chapter on the value of light in bone sub- 
stance-deficiency diseases (rickets, infantile tetany, 
osteomalacia, bone fractures and injuries, defec- 
tive and carious teeth) is particularly well done, 
as is the next on light in relation to tuberculosis 
in connection with general treatment such as rest, 
food, outdoor air, climate and home treatment. 
The following quotation illustrates the sane point 
of view characteristic of the book: ‘We can state 
dogmatically that light can frequently cure one 
form of tuberculosis, namely, lupus vulgaris... . 
Up to the present, light cannot be said to be of 
any material help in pulmonary tuberculosis. . . . 
In the various other forms of tuberculosis light 
treatment can often play an important part in 
aiding recovery, and should be given due con- 
sideration.” 

Another chapter is devoted to the disputed 
claims of benefits ascribed to light in other dis- 
eases, such as the common cold and secondary 
anemia. Of skin diseases, the following is said: 
“On lupus vulgaris alone can ultra violet rays be 
said to act specifically. In other skin diseases 
(scrofuloderma, psoriasis, indolent ulcers, boils, 
acne, and so forth) local or general exposure to 
ultra violet radiation may have a favorable action, 
but the improvement which may result cannot be 
regarded as a specific effect of the rays. In some 
skin disorders (dry evzema, psoriasis, lupus erythe- 
matosus, herpes, freckles, atrophy, prematurely 
senile skin, and so forth), exposure to such rays 
may cause an unwanted reaction, provoke an 
attack or even produce other injurius effects.” 

The author has ably fulfilled the task he set 
himself and this volume will be of interest and 
benefit to the general public. 

HENRY LAURENS, PH. D. 
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The Sign of Babinski: A Study of the Evolution 
of Cortical Dominance in Primates: By John 
F. Fulton and Allen D. Keller. Springfield, 
Ill, Charles C. Thomas. 1932. pp. 165. 

In publishing this monograph the authors wish 
to point out both the value and the feasibility of 
using the higher primates for experimental studies 
on the central nervous system. They believe that 
the chimpanzee and its near of kin hold the solu- 
tion to many problems which cannot be approached 
in dogs or cats, or even in monkeys, and they, 
therefore, feel obliged to record their first expe- 
riences with these animals—particularly with 
reference to their surgical handling—in some 
detail. In one respect also their work represents 
a new departure, for no one previously has at- 
tempted a systematic comparison of human 
reflexes, normal and pathological, with the cor- 
responding reactions in representative primates 
below man. This approach has been particularly 
fruitful in the case of the Babinski reflex and they 
believe it will lend itself favorably to the study 
of other reflexes. More important, however, is the 
fact that it affords an experimental means of 
elucidating the evolutionary background of the 
human brain. 

The book opens with Babinski’s original descrip- 
tion, including reproductions of the first and second 
pages of the original paper, and a brief résumé 
of previous experimental studies. There are chap- 
ters dealing with the reflex in the monkey, the 
baboon, the gibbon and the chimpanzee, after sec- 
tion and semisection of the cord, ablation of one 
motor leg area, or of both areas, and removal of 
one entire cerebral hemisphere. A summary at 
the end of each chapter gives the conclusions 
drawn concerning the sign in each animal. 

The last chapter discusses the evolution of cor- 
tical dominance, the experiments having been 
carried out with the intent of elucidating the 
evolutionary background of the human brain. The 
primates studied in this investigation illustrate 
four well marked stages in the evolution of cor- 
tical control over the lower spinal centers. The 
degree of dominance in a given form is estimated 
by three important criteria: (1) The rate of 
recovery of voluntary power following a lesion of 
the motor area; (2) the extent of the depression 
of spinal reflexes produced by such a lesion, and 
(3) the occurrence and degree of persistence of 
pathological reflexes such as the sign of Babinski. 

The chapter closes with a consideration of 
clinical conditions, cerebral diplegia, traumatic and 
congenital, Richard III of England being a victim 
of this abnormality, and of spinal “shock.” 

The book ends with a “word of caution ... the 
study of the infra-human primates has taught the 
important lesson that in experimental neurology it 
is never safe to generalize from mice or mor- 
mosets to man. Levels of function important in 
the lower animals have had their activities pre- 
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empted by the rostral centers of the forebrain. 
In the cat and the dog, for example, the integrity 
of the vestibular nuclei is essential for preventing 
the symptoms of spinal ‘shock,’ but it is highly 
probable that these nuclear masses play a much 
more subsidiary réle in primates; section of the 
vestibulo-spinal pathways in the spinal cord of a 
decerebrate cat will diminish rigidity on the side 
of the lesion, but this in itself does not justify a 
corresponding surgical procedure for rigidities and 
spasticities in man. 

“Not only have levels of functions become modi- 
fied in the higher members of the primate scale 
but one also can detect in the cerebral hemisphere 
the appearance of a more precise localization of 
function than in the lower forms. That a rat or 
a dog recovers the faculty of visual discrimination 
after removal of the occipital cortex does not 
constitute a reason for believing that man can 
make a similar adaptation. If, however, one com- 
pares corresponding lesions in a series of animals 
representing different stages of evolution of the 
central nervous system, it may then be safe, but 
only then, to predict the consequences of similar 
lesions of the human brain.” 

There are appendices on anesthesia, surgical 
technic, electrosurgical methods, surgical after- 
care and a bibliography of one hundred and four- 
teen titles. 

The work is generously illustrated with photo- 
graphs, strips of motion pictures, sketches and 
drawings. The artist “has caught the appearance 
of the living primate brain with an exceptional 
fidelity.” The authors and publisher are to be 
heartily congratulated for having made such a 
notable contribution to neurology. 


HENRY LAURENS, PH. D. 


The Significance of Waterborne Typhoid Fever 
Outbreaks, 1920-1930: By Abel Wolman and 
Arthur E. Gorman. Baltimore, Williams & 
Wilkins Company. 1931. pp. 82. Price, $2.00. 

The increase in typhoid fever throughout this 
country in the past year has made particularly 
important a publication as this. The authors 
stress the point that waterborne epidemics do not 
occur if the most rigid control of the course, 
treatment, and distribution of water supplies is 
maintained. In order to substantiate their thesis, 
they consider the extensive epidemics that have 
occurred in the last ten years and explain how 
they happened. They also give a list of those 
waterborne outbreaks which have occurred 
throughout the United States in the last decade. 

The book is a thorough compilation of some ex- 

tremely important data of particular value to the 

health officer of the state, county or parish, city 
or town. 
J. H. Musser, M. D. 
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Nurses on Horseback: By Ernest Poole. New. 
York, The Macmillan Co. 1932. pp. 168. 

In the Ozarks, Alleghenies and Rockies, on 
islands and on lonely strips of coastland, in our 
vast forests and out on the plains nearly 15,000,000 
of our American fellowmen and women are still 
living pioneer lives. Doctors are few and far 
between in these neglected outposts of what we 
regard as civilization. Good medical attention 
often cannot be obtained. The mountains and hills 
of Kentucky alone are inhabited by six million 
people in isolated and inaccessible places. The 
area of this mountain range is larger than the 
State of New York, and in many sections doctors 
are virtually unknown. Carious teethed haridans 
called “granny women,” and unclean “salve doc- 
tors” who neither read nor write, who deliver cows 
and women and treat diseases of all kinds with 
teas and herbs, are entrusted with the medical 
care of the community. Public health service and 
sanitation are unknown, undreamed of. Modern 
methods and developments are frowned on and 
regarded with suspicion by the mountaineers, who 
dislike outside interference. Their ignorance is 
pernicious for withal they are a proud people. 
The pride is born of an idea that the length of 
time one’s family dwells in the same place, no 
matter how unprogressive and uneventful their 
lives, gives one a right to be proud. 

If you have read John Fox’s stories of these 
Kentuckians you will probably wonder how any- 
one dared to penetrate into their midst and 
accomplish a service that in recent years has only 
been equalled in scope and effectiveness by the 
United States Public Health Service’s epochal 
work in Haiti. Here was a ripe field, not in the 
Orient or the Tropics, but in the central part of 
our own glorious land. No sanitation, no educa- 
tion, pellagra, hookworm, tuberculosis, ignorant, 
dirty, proud men and women who, despite inter- 
necine strife, century old feuds with countless 
murders, high infant mortality, have not been able 
to annihilate themselves. What a morsel for a 
philanthropic gourmet! 

The Angel of Mercy descended upon them seven 
years ago in the person of Mary Breckinridge. 
Her family, originally from Virginia, moved to 
Kentucky in 1790. Not content to build family 
traditions and pride merely on length of residence 
in Kentucky, the Breckinridges have a distin- 
guished record. Her great-great-grandfather was 
attorney general for Jefferson. Her grandfather 
was Vice President of the United States, and 
Secretary of War for the Confederacy. Her 
father was an officer in the Civil War. When she 
set out to help the poor people of her state she 
carefully surveyed the situation, then prepared 
herself for the venture. First, she went through 
a splendid nurse’s training school, then she went 
abroad and became a midwife, for she realized 
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that obstetrics would be one of her first problems. 
She assembled twenty-eight nurses and three 
superiors (all with training similar to hers) and 
established a small central hospital with eight out- 
lying stations in lonely regions unreached save by 
mountain trail. All her nurses must be accom- 
plished equestriennes. Through snow and ice, 
through thick underbrush, over rocky paths, they 
must ride. Rivers must be forded, and treacher- 
ous inclines conquered. 

To finance such an undertaking, Mary Breckin- 
ridge went to various cities, lectured and sold her 
idea. The people of Kentucky helped but Ken- 
tucky is a poor state. Less than one per cent 
pay an income tax. The mountaineers themselves 
accept no charity. For all service they pay some- 
thing—pigs, labor, potatoes, rarely money; they 
have none. 

Magnanimous is the scope of her _ work. 
Obstetrics, general care of the family, transport- 
ing seriously ill patients to hospitals to be cared 
for by doctors, preventive medicine, all are in- 
cluded in their curriculum. Just as Frank Wilson 
had a traveling clinic giving injection for yaws 
so the nurses travel from place to place and under 
the supervision of the State Board of Health 
administer wholesale preventive sera and vaccines. 
The standard of rural education is being raised. 
Because nine-tenths of the land is still forest, ex- 
perts from the Yale School of Forestry are im- 
ported to halt wasteful utilization and to teach 
the natives how to make the most of their natural 
resources. The value of such a constructive pro- 
gram is so obvious that even the mountaineers 
have been able to appreciate it. 

Of Mrs. Breckinridge volumes could be written. 
Those who know of her work realize that she is 
destined to immortality. Inspired words, like the 
following, gain her numberless converts: “We 
have heard too much from our writers of late, of 
how this nation has left its youth behind and is 
on the road to decay. Some of them love to em- 
phasize, in all their books and stories, degeneration 
in our life. But the vigor and youth of a nation 
is born again in its children, and most of all in 
the country districts. Fully eighty per cent, I am 
told, of the men who direct our great corporation, 
came from rural regions, mainly in the West and 
South. For Mother Nature has a way of reaching 
over rich nurseries to her own rough bosom and 
picking great men from the soil. And whether 
these men are to become wise and unselfish, as 
well as great, will depend largely upon the oppor- 
tunities we share with them now, when they are 
small. 

“So let us give such boys a chance. Help 
mothers to have their children well born. Remem- 
ber that maternity is the young woman’s battle- 
field. It is more dangerous, painful and mutilat- 
ing even than war; but for her there will be no 
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trumpets or drums. Off on the lonely farmstead, 
where the true heart of America beats, the young 
mother faces her agony, that the hope of our 
nation may come into life. Who is taking care of 
Alaham Sizemore, down on Hurricane Creek 
tonight, when her baby is being born? On the 
answer hang the vital statistics of America, at 
their most vulnerable point. For her we need the 
Frontier Nurses—new pioneers on old frontiers.” 
MAURICE SULLIVAN, M. D. 


Behavior Aspects of Child Conduct: By Esther 
Loring Richards, B. A., M. D., D. Se. New 
York, The Macmillan Co. 1932. pp. 299. 

Behavior Aspects of Child Conduct, Macmillan 
Co., by Esther Lorgin Richards, is a book that 
should fulfill a long felt want. She goes into de- 
tail in all the various psychic problems of child- 
hodd, taking into account the effect of physical and 
temperamental handicaps, discussing very thor- 
oughly the environmental influence, and so on. 

All through it is replete with good cemmon sense, 

mixed with technical knowledge. It would be a 

great comfort to psychiatrists, teachers and 

parents, as well as family physicians, if they 
would read it and digest the substance of it. It 
would be of especial benefit to the latter group 
in that she does what many books of this type 

do not do—she tells you what to do about it in a 

common sense practical way. 

E. McC. CoNNELy, M. D. 
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